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HYPERTENSION—THE ROLE OF 
INFECTIONS THEREIN* 


By Joun T. Kino, Jr. 
Baltimore, Maryland 


I 


AS more is learned of the various etiologic back- 

grounds of hypertension, it has become clear 
that several broad differentiations can be made. 
It seems safe to say that most cases of abnormal 
elevation of arterial pressure are associated with 
obesity, with stenosis of the isthmus (coarcta- 
tion) of the aorta, and with vascular or renal dis- 
ease. Rare instances of paroxysmal hypertens sion 
are to be found associated with tumors of the 
adrenal gland; every clinician is familiar with the 
transient hypertension of the nervous patient; 
moreover, hypertension associated with the meno- 
pause may subside subsequently. With few ex- 
ceptions, however, permanent hypertension can be 
linked to one of the three broad etiologic 
mentioned above. 


bases 


OBESITY AND BLOOD PRESSURE 


An important contribution bearing on the influ- 
ence of obesity alone upon blood pressure is that 


of Dunham.* In his study, analysis was made of 
the pressure findings of army officers from more 
than 12,000 reports. Comparisons were made be- 
tween men of similar age groups whose body 
weights were normal, and those who were obese. 
As the men concerned in the study were all in 
similar environments and of similar habits of 
work, diet and exercise, it seems safe to assume 
that the average blood pressure of the obese group 
is characteristic of the state of obesity and of no 
other factor. It was shown that obesity is asso- 
ciated with a slight to moderate hypertension, and 
that, in a rough way, the greater the obesity, the 
higher the pressure. Even among the most obese 
officers (those who were forty or more pounds 
overweight), however, the maximum pressure 
Should not exceed 150/96 for the larger propor- 
tion of cases. Thus, while obesity alone may be 


* From the Medical Clinic, School of Medicine, The Johns 
Hopkins University; being part of the Stanley P. Black 
Memorial Lecture delive red at Pasadena, April 9, 1934. 


expected to cause a slight to moderate elevation 
of arterial pressure, it is well to look for other 
factors in cases of excessive hypertension. 
COARCTATION OF THE AORT 
Isthmus stenosis, or coarctation, of the 
usually causes hypertension in the arms, hypo- 
tension in the legs. In some- manner the arterial 
pulse is largely or completely lost, in 
tion, by the time the blood has 
devious collateral and reached the 
In the arms, however, whose arterial blood is 
derived from the aorta proximal to the stenosis, 
there is usually, though not invariably, a hyper- 
tension. Isthmus has shown by 
Fawcett * and by Evans ® to be present in about 
of every 1,000 individuals examined at ne- 
cropsy. Hence it is by no means a negligibl 
tor in any statistical study of hypertension. 


aorta 


this condi- 


through 
+) 


passed 


vessels legs. 


stenosis been 
one 


fac- 


HYPERTENSION DUE 
RENAL 


TO VASCULAR OR 
DISEASE 


The majority of instances of hypertension fall 
into the third category—listed saa as those due 
to vascular or renal disease. I am cons sidering 
these together. Hypertension of renal origin oc- 
curs in acute or chronic glomerulonephritis, in 
polycystic renal degeneration, and may be found 
in the grossly damaged kidneys of pyelonephritis 
( Longcope and Winkenwerder ).° Recently Gold- 
blatt, Lynch, Hanzal and Summerville’ have 
been able to induce a persistent hypertension in 
dogs by placing clamps around the renal arteries 
It is now generally believed that arterial hyper- 
tension, which begins as the so-called essential 
hypertension, is due to sclerosis of the arterioles, 
especially to be found in the splanchnic area. 
Evans ® describes “diffuse hyperplastic sclerosis” 
as occurring more commonly in the kidneys than 
in any other organ, and finds that it is not present 
in other organs unless it is present in kidneys or 
spleen ; moreover, he finds a higher grade of scle- 
rosis in the kidneys than elsewhere. He concludes, 
in a very interesting deduction, that essential hy- 
pertension constitutes a precocious senility, inas- 
much as renal changes similar to those found in 
essential hypertension are frequently present as 





146 CALIFORNIA AND WESTERN MEDICINE 


a physiologic result of advancing years. Jaffe,’* 
after studying five very early instances of hyper- 
tension at necropsy, concludes that an initial dila- 
tation of the renal afferent arterioles precedes the 
sclerosis which is so characteristic. The pathologic 
observations of Lee,’* Fishberg® and Hasen- 
feld*’ are in essential agreement with those 
quoted above. Hence it appears that vascular 
sclerosis of the kidneys is the characteristic lesion 
of essential hypertension, while hypertension may 
also be produced by other factors which disturb 
the renal circulation or function, such as acute or 
chronic glomerulonephritis, polycystic disease, 
pyelonephritis and experimental interference with 
kidney circulation or function. Isthmus stenosis 
of the aorta is the outstanding extrarenal basis of 
hypertension. 


THE BASIS OF ESSENTIAL HYPERTENSION 


Thus it is generally accepted as a fact that the 
mechanical obstruction offered to the circulation 
by arteriolar thickening is the basis of essential 
hypertension. There is ample evidence that such 
sclerosis is most regularly found in the kidneys: 
series of necropsies in cases of hypertension have 
shown this lesion to be present in every case 
(lishberg,® Jaffe’*). Klotz?* fails to find evi- 
dence that arteriosclerosis of the kidneys is a pre- 
cursor of, or an essential factor in, the production 
of chronic nephritis. Rather, he finds that small 
vessel (arteriolar) disease in the renal paren- 
chyma makes its appearance concurrently with 
lesions appearing in the glomeruli and intertubular 
stroma. Going further, Jaffe ?* suggests that the 
initial lesion in essential hypertension may be a 
dilatation of the afferent arterioles, secondary to 
glomerular disorder, possibly spasm of the glom- 
eruli due to irritation by a noxious substance. 

In any case—that is, whether arteriolar disease 
exerts a selective action on the renal afferent ar- 
terioles leading to a vascular nephritis, whether it 
occurs as a part of a general renal damage, or 
whether it is secondary to some disorder of glom- 
erular function—it seems reasonable to assume 
that such a lesion may be set up by some agent 
similar to that which causes glomerulonephritis. 

The relation of infections to glomerulonephritis 
is so well known as to require no comment. In 
this report, an attempt is being made to determine 
whether or not there exists any clinical relation 
between throat infections and essential hyperten- 
sion. To illustrate what I have in mind, let me 


call attention to the last ten patients with hyper- 
tension that have come either to my office or to 
the ward on which | 
Johns Hopkins Hospital. 


have been visiting at the 


REPORT OF CASES 
Cast 1—An_ unmarried 


white woman, aged 38. 
Blood pressure, 208/120. 


There was a trace of albu- 
min without casts in the urine. Though she recalled 
little of her childhood diseases, an older sister reported 
that the patient had been the member of the family 
most often affected by sore throats, frequently spend- 
ing up to a week in bed with such an attack. A 
laryngologist found chronic tonsillitis. Wassermann: 
negative. 


Vol. 41, : 


Case 2.—A widow in her late fifties. Blood , 
sure, 190/100. The tonsils were heavily scarred, a: 
a laryngologist diagnosed definite chronic tonsillitis, 
At the time she was seen, patient was being treated 
for bilateral acute otitis media. The urine was nega- 
tive. Wasserman: not done, but nothing suggested 
lues. 


7 7 7 


Case 3.—A widow of 44, white, gave no history 
sore throat or tonsillitis. Had seen a laryngologist 
two years before and had nothing done. Blood pres- 
sure was 196/110. Urine, clear. Wasserman, nega- 
tive. Diagnosis: Moderate obesity: hypertension; an- 
eurism of the internal carotid artery. The tonsils we: 
definitely scarred, and both contained inclusions, ap- 
parently pus. This patient subsequently lost from 2\) 
to 184 pounds in weight and the blood pressure 
to 142/84; as she is still obese, such a pressure can 
considered of no importance. 


vy 7 7 


Case 4.—A married woman of 42. Blood pressur 
172/70. Frequent tonsillitis and bronchitis as cl 
and tonsillitis up to T. and A. at age of 39. Occasio: 
sore throat since. Throat within normal limits w 
seen. The urine had an occasional trace of albumin. 


7 7 y 


Case 5.—A white man of 43. Had had extreme) 
sore throats once or twice every year. No definite 
tonsillitis; not confined to bed. When seen, was sui- 
fering from cardiac complications of hypertensi 
Blood pressure, 200/120. Urine quite clear. Laryngo- 
logical report: Badly infected tonsils, also chronic ca- 
tarrhal otitis media. Wassermann negative. 


7 7 7 


Cast 6.—A 46-year-old negress. Wassermann posi- 
tive. Admitted for heart failure, with blood pressur« 
284/140. There was a history of repeated sore throat 
in childhood. Tonsils large, engorged, scarred a 
adherent, obviously seat of old trouble. Urine: Albu 
min S. P. T. Casts: 0, 

v 7 Y 


Case 7.—A 25-year-old negress, history of syphilis 
treated. Admitted with blood pressure 220/140. His 
tory of frequent sore throats and colds. Tonsils sma 
scarred. At times tender glands at angles of j 
Urine: Albumin 3 +. Casts: 0. Outcome: Death f1 
uremia and cardiac complications. Autopsy: Scarred 
kidneys, presenting a granular surface. One contains 
cysts. Cortex of each much atrophied, measuring 3 
millimeters in width. Picture is that of progressiv: 
arteriolar vascular disease, with involvement of t! 
glomeruli, increase in interstitial tissue and so: 
change in the tubules. 

7 7 7 


Caste 8—A 39-year-old negress. Admitted wit 
blood pressure 250/140. Occasional sore throats 
Tonsils not injected, but scarred. One large white 
clusion in the right. Urine: Albumin 3+. Few cast 
Wassermann, negative. Outcome: Death. Auto 
Finely scarred kidney surfaces. Slight narrowing 
the cortex. Chronic arteriolar nephritis, with thick« 
ing of the small vessels and glomerular changes. | 
small hemorrhages. 


7 7 7 


Case 9—A 38-year-old negress. Admitted wt 
blood pressure 240/135. Gave a history of two att 
of rheumatic fever. Many sore throats. Admit 
with rheumatic fever and signs of mitral sten 
Wassermann negative. Tonsils small, injected. 
larged glands at angles of jaw. Urine: Albumin 
Casts: 0. 


7 7 7 


Case 10.—A _ 46-year-old 
hemoptysis. 


Admitted 
Blood pressure,: 226/130. History of 
peated attacks of tonsillitis. Wassermann react 
positive. Tonsils small, not inflamed. Enlarged gla 
at angles of jaw. Urine negative. 


negress. 
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COMMENT 


Such a tiny group is, of course, insignificant ; 
I quote them because they represent to me just 
the state of affairs that I see constantly—that is, 
if reasonable care is taken to investigate the 
throat and its history. What have they in com- 
mon? All are adults, but only one is over 50 years 
of age, hence they are to be classed as instances 
of premature, rather than normal or senile, hyper- 
tension. Two could be classed as instances of 
nephritis, or nephropathy, and autopsy showed 
that the pathologic lesion was a diffuse thickening 
of the renal arterioles with other changes depend- 
ent thereupon. Three had history of syphilis, or 
a positive Wassermann reaction; these were ne- 
gresses in hospital—a group in which syphilis is 
very prevalent. Nine of the ten gave clear history 
or presented evidence of tonsillar infection, doubt- 
ful in one. In this patient (Case 3) the pressure 
is now within normal limits. 





THROAT INFECTIONS IN THE ETIOLOGY OF 
HYPERTENSION 


Many (Faught,*? Sprunt,’* Barach,’ and espe- 
cially Bowers *) have suggested the possible im- 
portance of throat infections in the etiology of 
hypertension. There is no evidence that syphilis 
causes arteriolar disease. Thayer *®* *° has shown 
that typhoid fever causes a slight, but definite, 
permanent elevation of the average blood pressure 
in individuals who have recovered from the dis- 
ease. Ophiils ** considered sepsis in a broad sense 
very important in the etiology. There is now 
ample evidence that patients who have been af- 
fected by rheumatic fever are particularly liable to 
premature hypertension. Boas and Fineberg ? 
found hypertension in 55 per cent of patients with 
mitral stenosis who were more than 40 years of 
age; Levine and Fulton *® found 58 per cent of 
their mitral stenosis patients with hypertension 
after 45 years of age. The last mentioned authors 
consider the theory that the valvular lesion, and 
the hypertension, may be due to a common eti- 
ology, namely, an infection, but discard this con- 
cept in favor of some “inherited vulnerability” on 
the part of the patient to infection, and to de- 
generative vascular disease. Boas and Fineberg ? 
suggest various theories, but conclude that a satis- 
factory explanation has not yet been found. It 
will be shown that throat infections are common 
precursors of hypertension, as they are of rheu- 
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matic disease, either with or without valvular dis- 
ease. A demonstration that hypertension results 
from throat infections might throw light on the 
etiology of the hypertension of mitral stenosis. 

For the first study, 200 cases of hypertension 
were analyzed for throat infections. For the pur- 
pose of obtaining different strata of society, 100 
cases were taken from my office files and 100 from 
the records of the Johns Hopkins Hospital. In 
the first group a systolic pressure of 140 millime- 
ters or more was taken as indication of hyperten- 
sion. Thinking that this standard might be too 
inclusive, the second 100 cases were taken from 
patients with pressure in excess of 150 millimeters 
of mercury. In selecting case records from the 
Johns Hopkins Hospital, only those from the 
medical service were used; surgical cases might 
be of great value, especially as controls, but the 
history of throat infection and the examination 
of the throat are gone into more exhaustively on 
the medical service, and, in our judgment, these 
considerations made it desirable to use only such 
cases for statistical purposes, in addition to my 
private records. 

In each case an attempt was made to ascertain 
from the history whether the patient had had an 
excessive number of severe “sore throats,” attacks 
of tonsillitis or quinsy or “sore throats” of un- 
usual severity; if so, the history was considered 
positive. A usual number of “sore throats,” such 
as might be incident to common colds, was con- 
sidered of no significance. 

History of tonsillectomy is considered im- 
portant evidence of tonsil infection. In spite of 
the widespread resort to this operation in some 
communities, its application is still restricted in 
the vicinity of Baltimore to cases of demonstrable 
infection. In a few cases tonsillectomy had been 
performed in other localities. I know of no in- 
stance in which tonsillectomy has been done, ‘on 
general principles,” because of essential hyperten- 
sion. It is perhaps true that search for infections 
is particularly thorough in cases of unexplained 
hypertension ; on the other hand, it is safe to say 
that the number of normal tonsils removed for 
hypertension is negligible, and that such a pro- 
cedure is never done with intent. 

Signs of chronic infection in the tonsils are 
generally considered in Baltimore to consist of 
demonstrable retention of pus, excessive scarring 
or glazing, excessive adhesions and, at least in 
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adults, enlarged “tonsillar” glands at the angles 
of the jaw. Permanent or transient tenderness of 
these glands is also an important sign of infec- 
tion of the tonsils. It is probable that errors in 
judgment concerning either the history or the 
present condition of the tonsils have entered into 
our analyses. However, the same methods and 
the same criteria were employed in drawing data 
from the group of hypertensive patients as from 
the groups of “control” cases.* In view of the 
close relations between tonsillitis and rheumatic 
fever, record was also made of the cases in which 
a history of past rheumatic fever was obtained. 

It should be pointed out that the condition of 
the tonsils was studied for this report merely be- 
cause the tonsils are accessible to examination. 
It would be desirable to include in such an analy- 
sis the condition of the paranasal sinuses and 
nasopharynx, but suitable notes on the sinuses are 
lacking in most of the routine examinations. 

The summary of the history and examination 
as regards the tonsils is shown in Table 1. The 
first column is drawn from private office patients, 
the second from the records of the Johns Hopkins 
Hospital; some of the second group are taken 
from private patients, most are from ward or dis- 
pensary patients. It is clear that the incidence of 
positive histories is higher in the hospital group; 
[ do not know how to explain this discrepancy, 
though it is likely that the selection of 140 milli- 
meters or more as ground for the diagnosis of 
hypertension was too low, especially as no con- 
sideration is made of the age. On the whole, the 
second column is perhaps the more significant. 

(To be continued) 


CANCER OF THE STOMACH* 


By Joun Homer Wootsey, M. D. 
Woodland 


Discussion by Ernst Gehrels, M. D., San Francisco; 
Thomas O. Burger, M.D., San Diego; John Hunt Shep- 
hard, M.D., San Jose. 


\NCER of the stomach may be an old and 

threadbare subject to many, but when we 
realize that this lesion causes approximately thirty- 
tive thousand deaths annually in the United States 
alone, it is evident that it merits considerable at- 
tention. The only known cure for cancer of the 
stomach is early operation; when we find that 
the average patient is treated relatively late in the 
course of his disease, it is obvious that serious 
and constructive thought is essential. 


ANALYSIS OF ONE HUNDRED CASES 


An analysis of one hundred cases, the majority 
of which were cared for by the author, has been 


+ In order to avoid the psychologic hazard of interpret- 
ing case histories, the author had Miss Mary Stoll draw 
the data from the histories; she was not informed as to 
the thesis that was under examination. In several doubt- 
ful cases, the author helped with as nearly unbiased ad- 
vice as possible. 

* From the Department of Surgery, University of Cali- 
fornia Medical School. 

* Read before the General Surgery Section of the Cali- 
fornia Medical Association at the sixty-second annual 
session, Del Monte, April 24 to 27, 1933. 


CALIFORNIA AND WESTERN MEDICINE 


TABLE 1.—Sex Incidence 


a 


Sex 





Female . 


a 


made and deductions drawn which, it is believed, 
if followed, will lead to advancement in the recog- 
nition of the condition and, thereby, improvement 
in the final results of treatment. 

The incidence of cancer of the stomach pre- 
dominates in males (Table 1), and follows the 
statistics of other series in almost exact ratio. 
is, in fact, very close to the incidence of that other 


TasLe 2.—Age Incidence 








—E a 
Age in Decades Cases 

NEED cabcnies : eietrae see 1 

30-39 . cl ccmtnaneat 7 

40-49 .... ; es 26 

aa i . Zerusscecscee a 

60-69 scusiebaseadoediay .. 3D 

70-76 .... jeicial rete a 


common gastroduodenal lesion, peptic ulcer, which 
occurs in males in 75 per cent of instances. 


The age predominance is in the fourth, fifth, 
and sixth decades (Table 2); but, as in other 
forms of cancer, we now must designate the cancer 
age as beginning at the age of thirty-five rather 
than at forty. It is of interest to note that in this 
series there were three, one male and two females, 
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Taste 3.—Duration of Symptoms Before Admission 
to Hospital 

Leen eS 
Months Cases Months 
1 é 9 
f 10 
11 
12 
13 
18 
24 


od 


Cases 


fii Olm co bo 


aged thirty-four years; one male, aged thirty- 
seven; two, one male and one female, aged thirt 
eight ; one male, aged thirty-nine; and one young 
woman, aged twenty-one, who had a large adeno- 
carcinoma. The latter gave a family history of 
“stomach trouble,” a complaint present for eleven 
months, during the last nine of which she was 
treated by a physician as for an ulcer, without 
X-ray investigation. 

Carcinoma of the stomach varies, as to the 
rapidity of its growth, with the type and degree oi 
malignancy. Three months may mean operabilit 


———_— 


Taste 4.—The Interval Between Consulting a Physici 
and the Operative Treatment 
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TABLE 5.—Reasons for Delay in Instigation of Proper Treatment by Physician 





Reasons 


Cases 





Indigestion—Diet 


| 
| 


Duration of Treatment (Months) 
§ 10 12 13 18 


2 1 





Uleer—Diet 





Pernicious anemia.......................... 





Lead poisoning 





Syphilis 














Misled by x-ray examination 


Refused oper ration.. 











Advised ‘‘no help” 


PATIENTS DELAY IN SEEKING TREATMENT 


The patient tends to delay seeking proper treat- 
ment (Table 3) for many reasons. Exclusive of 
the delay caused by the advice of the attending 
physician, some of these motives are: the gulli- 
bility of the patient in trying flamboyantly adver- 
tised patent medicines, assisted by the willingness 
of many pharmacists to deal them out to him, 
and even to suggest certain advertised “remedies” 
which apparently fit the patient’s complaints ; 
the advice of the “displaced vertebra,” the “her- 
bivorous,” or the “absent treatment” cults, re- 
spectively; the patient’s attempt to belittle his 
symptoms, which are so often variable, and even 
apparently insignificant in the early stages. 

Alvarez, in a review of forty-one cases of can- 
cer of the stomach in physicians, found twenty 
patients who delayed for twelve months, and eight 
who delayed for five months or less. If physicians 
themselves are not sufficiently astute to suspect a 
serious derangement of their stomachs, we should 
not accuse the layman of undue stupidity. Serious 
consideration must be given to this aspect of the 
course of cancer if we are to show improvement 
in dealing with this problem. 

The data presented in Table 4 are from those 
case records in which definite information was 
given (twenty-three cases). In my opinion, the 
same ratio probably would result in three-fourths 
of the unrecorded cases also, if the information 
could be obtained. If so, this is a reflection upon 
the medical profession, for this period, so aptly 
named by Reimann? as the period of “avoidable 
delay,” can be shortened bea A consider- 
ation of the reasons for delay, and for the conduct 
of a case of “indigestion” in a person of thirty- 
five years of age or older, will, it is believed, help 
us to shorten and often to eliminate this “avoid- 
able delay.” 

Only cases in which safe deductions from re- 
corded facts are possible are illustrated in Table 5 
(thirty-three cases). It is to be noted that 22 per 
cent of patients in the series have been treated 
over a period of three months or more as having 
a benign lesion. Alvarez, in his analysis of forty- 
one physicians, found the question of ulcer in- 
truding itself in twenty-one instances. Saltzstein 
and Sandweiss * of Detroit, found that one-third 
of 365 cases gave a fairly typical clinical history 
of peptic ulcer. All patients in the series diag- 





nosed having “indigestion,” ulcer, pernicious 
anemia, or lead colic, were treated previous to 
coming under our care solely upon the evidence 
presented by the clinical history, physical exami- 
nation, and the more common clinical laboratory 
aids. Not one was subjected to x-ray investiga- 
tion, nor was a safe therapeutic test carried out 
to prove the diagnosis. Such lack of thorough 
investigation and conduct leads to an erroneous 
diagnosis. In addition, we should not consider a 
gastric lesion in the same manner as we do a duo- 
denal lesion. The term “peptic ulcer,” as applied 
to gastric and duodenal ulcer, is quite proper, but 
it does lead to mistakes in diagnosis and therapy. 
In gastric disturbances we must distinguish be- 
tween the benign and the malignant lesion, but 
in the duodenal lesions there is less than .003 per 
cent incidence of malignancy. Therefore, be aia 
of the imminence of cancer in the stomach, I pro- 
pose that we consider all gastric lesions as lesions 
potentially malignant, and put the burden of _ 
upon the x-ray evidence of change for the better 
and upon the therapeutic test. 

A therapeutic test, as laid down by many and 
established in my own experience, should be a 
three weeks’ course on a rigidly conducted regi- 
men of diet and adequate rest. If the lesion is 
inflammatory, this will give absolute comfort. If 
this does not result, surgical exploration should 
be advised so that adequate treatment may be 
given. In this manner we shall eliminate such 
errors as “avoidable delay,” illustrated in Table 5. 
Urban Maes * of New Orleans has said, in the 
relation of the profession to the recognition and 
treatment of cancer of the stomach: “We err, not 
because we do not know, but because we do not 
think.” A proper consideration of the subject 
and the procedure will help us, therefore, to think, 
and to think safely. 


IMPORTANCE OF CLINICAL HISTORY 


Table 6 records no definite chain of symptoms 
indicative of cancer of the stomach, for there is 
no such typical history. Nevertheless, as in all 
gastro-intestinal complaints, the clinical history, 
even if indefinite, is of first importance. The 
history of a familial weakness, a “locus minoris 
resistentiz,” of the digestive tract is of some sig- 
nificance. If a patient of thirty-five years or more 
has any disturbance in motor function, or in diges- 
tive function, whether it be of a gradual or acute 
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TABLE 9.—Blood Examination 
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Symptom 
Pain 
Vomiting 
Loss of weight 
Loss of strength 
Anorexia 
Flatulence . 
Heavy, distressed feeling 


— 


Incidence Symptom Incidence 
Eructation scien 12 

Constipation .. 20 

Diarrhea 5 
Tarry stools...... 10 
Dysphagia : 2 
Hematemesis .... 8 


onset, or of a continuous or recurrent nature. the 
attending physician should be on his guard. In 
the majority of instances, the first noticeable symp- 
tom is described as varying, from a sense of heavi- 
ness and distress in the epigastric region, to dull, 
heavy, non-radiating epigastric pain, either steady 
or recurrent. This sense of distress. or pain, usu- 
ally is worse immediately after taking food, but 
this is not always the case. In some patients there 
has been a loss of appetite, frequently associated 
with a low or absent hydrochloric acid content in 
the gastric juice. There may be interference with 
the progress of the food, either from direct ob- 
struction or indirectly by inhibition of the prog- 
ress of peristalsis; this leads to eructation and 
vomiting. In fact, the latter symptom brought to 
operation the most favorable cases in this series. 
Such symptoms as loss of weight, loss of strength, 


ere 


TABLE 7.—Physical Examination 


Signs Incidence 


Emaciation 74 
Palpable mass 60 
Peristalsis 8 
Anemia . & 


ee 


anorexia, and hematemesis, belong almost entirely 
to the terminal stage. We must. therefore, focus 
our attention upon the slightest change in motor 
or digestive function, and by some 
the investigation to a definite conclusion. 


means carry 


In the early stages of cancer of the stomach—as 
in inflammatory lesions of the upper gastro- 
intestinal tract—the physical examination is of no 
direct value. The data in Table 7 are 
of the “too late” stage; and while they, especially 
a palpable mass, do not signify absolute inoper- 
ability, they are synonymous with the late 
of cancer of the stomach. 


all signs 


stages 


AIDS TO DIAGNOSIS 


The data recorded in Table 8 show three inter- 
esting aids to diagnosis. The examination of the 
stool for occult blood has shown this test to be of 
great importance where there is likelihood of an 
open lesion in the gastro-intestinal tract. In two 


eee 
TABLE 8.—Laboratory Aids 


Cases Posi- Nega- 


Low 
Examined tive tive 


Hel. 


Normal 
Test Hel. 
Occult blood 

in stool 57 48 9 
X-ray exami- 

nation ; 85 $1 4 
Ewald test 56 


Achylia 


Blood Count 
millions 


Hemoglobin 
per cent 
30-39 6 
40-49 7 
50-59 6 
60-69 21 
70-79 24 
80-89 19 
90-100 10 


Cases 


cases the finding of occult blood by routine exai 
nation of the stool led to investigation by 

x-ray, and the demonstration of the presenc: 
cancer high up in the lesser curvature, the “si! 
area’ of the stomach. 

The examination by test-meal is also of su 
gestive value. Achylia, especially if it does 
respond to histamin stimulation, is of significance 
It may be, as some believe, a forerunner of malig- 
nant change and a warning signal, or it may mean 
the presence of a depleting phenomenon in con- 
trast to the stimulating phenomenon seen with t! 
irritable inflammatory lesion. 


One could, therefore, secure a clinical histor 
if he were so situated as not to have available 
proper and exact means of diagnosis, examine t] 
stool for occult blood (obtained. of course, with 
due precaution regarding ingestion of blood-hear- 


———————— 


TABLE 10.—Relation of Ulcer to Carcinoma 


History Cases 
Positive Sakeces 
Possible : a 
None ‘ . 82 


—_———— 


ing food), do a test-meal for the presence 
absence of hydrochloric acid, and carry out 
therapeutic test of three weeks with greater accu 
racy of diagnosis than is demonstrated in the co 
duct of the early care of the patients in this series 
The advent of the x-ray, with its refined met! 
ods of observation, has led to the most accurat 
information available. It is a dangerous mea: 
of diagnosis, however, in the hands of the 
experienced, and in such instances has led. chie# 
by the interpretation of x-ray plates only, to mis- 
taken diagnosis, and, in turn, incorrect treatment 
Not only the size and location of the defect 
of importance, but the interference with the pet 
staltic wave is of significance. The mobility of th 
stomach to the palpating hand also gives info1 
mation as to possible resectability. The accuracy 
in diagnosis by means of these tests, as record: 


eee 
TABLE 11.—Operability 


Exploration 


99 
«<0 


Gastrojejunostomy 44 
Billroth I . 

Billroth II 

Mayo-Polya : 

Gastrostomy ........................ 

Jejunostomy 


Palliation 


Resect 


Total 
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in Table 8, shows their value. We must not con- 
sider, therefore, that a person thirty-five years of 
age or older, with a complaint of indigestion, is 
completely and properly inv estigated without ex- 
amination by x-ray in the hands of a competent 
roentgenologist. 
The blood examination (Table 9) is of interest, 
not as a diagnostic point, but in treatment, for 
low hemoglobin and low red cell count are 
not necessarily associated with the late inoperable 
le esion. The mortality in the surgical treatment of 
ncer of the stomach frequently results from the 
poor nutritional state of the patient. With proper 
reparation before operation, the mortality today 
is approximately one-fourth that of eighteen years 
vo, and blood transfusion has played a consider- 
hle part in this advance. From this standpoint, 
therefore, attention to the blood picture is impor- 
tant. 


RELATION TO GASTRIC ULCER 


In giving the incidence of a clinical history 
of gastric ulcer preceding proved malignancy, au- 
thors vary from 4 to 60 per cent. In this series 

(Table 10), there were sixteen patients with a 
positive history, and two with a suggestive history, 
ora total of 18 per cent. Saltzstein and Sandweiss 
estimated that one-third of their patients gave 
such a history, and Alvarez found, in the forty- 
one physicians, an incidence of 51 per cent. This 
does not signify that cancer arises from ulcer, but 
demonstrates that such a history cannot insure the 
diagnosis of a benign lesion, and emphasizes the 
need of considering a gastric lesion undetermined 
in nature until proved by the therapeutic test and 
by X-ray examination. 

FORMS OF 


SURGICAL TREATMENT 


Surgery, the only treatment with hope for cancer 
of the stomach, resolves itself into three forms: 
exploration, palliation, and resection (Table 11). 
In this series, which is compiled from over a 
period from 1920 to 1932, only twenty cases were 
considered resectable. Saltzstein and Sandweiss 
report 7.7 per cent as resectable. At the Uni- 
versity of Wurzburg, 20 per cent were resectable. 
On the other hand, the reports of some of our 
large world clinics vary from 25 to 65 per 
the latter being statistics of Finisterer.® 

The 
fluids, 
wide 


cent, 


preoperative preparation by parenteral 
blood transfusion, and gastric lavage, the 
choice and adaptation of anesthesia, less 
traumatic technique in surgery, and the postopera- 
tive care with carbon dioxid-oxygen aeration of 
the lungs, have led to the extension of operability 
and a lowering of the immediate mortality. The 
immediate mortality in this series was 22 per cent, 
which compares favorably with the reports of 
thers, 


Life expectancy in this series with operation, 
- by exploration alone, averages three months ; 


with palliative surgery, such as gastrojejunostomy, 
one year; and with partial resection three years 
‘more. There are four patients still living ; one, 
our years after operation; two, three and one- 
alf vears, and one, three and one-sixth years after 
/peration. One was considered inoperable by the 
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attending physician; but because of the very evi- 
dence and the marked mobility of the tumor to 
the palpating hand, he advised the patient to have 
an exploration. A large polyp, in which the malig- 
nant change occurred only at the tip and was 
entirely absent at the base, was found. One pa- 
tient lived with entire comfort for five years, and 
then a further period of six months during which 
there was a gradual loss in weight and strength. 
CONCLUSIONS 

In the study of this series of cases, we observe 
that earlier diagnosis must be obtained before the 
only known proper treatment, surgery, can be 
given. To achieve this end, the following measures 
are important: 

1. Education of the public as to the need 
early and proper examination is vital. 

Physicians must learn to consider the “can- 
cer age,” and to be satisfied only with a complete 
and proper examination ; such investigation should 
include family history, present illness, physical 
examination, examination of the stool for occult 
blood, gastric analysis, blood examination, and 
examination with the x-ray. 

3. A gastric lesion should be considered pri- 
marily surgical until proved otherwise. 

4. Any person thirty-five years of age or more, 
who has any type of indigestion, and who fails to 
improve both clinically and by x-ray examination 
after a proper therapeutic test, should be treated 
surgically. 

Woodland Clinic. 
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DISCUSSION 


Ernst Genrets, M.D. (490 Post Street, San Fran- 
cisco).—I can add nothing to Doctor Woolsey’s excel- 
lent presentation of the diagnostic difficulties in cancer 
of the stomach. 

In going over Doctor Woolsey’s figures on 
ability, however, I notice a comparatively 
centage of gastro-enterostomies, 
ninety-seven cases. While the life expectancy after 
gastro-enterostomy in cancer is about one year, the 
period of well-being is much shorter, as an average 
not more than three months. By the time the patient 
has recovered from the laparotomy the inevitable de- 
cline is already evident. 

On the other hand, palliative resection in the pres- 
ence of a few small liver metastases, or irremovable 
enlarged glands, will give surprisingly long periods of 
well-being in many cases. Palliative resection, I think, 
ought to be done much more often than it has been in 
the past. 


oper- 
high per- 
forty-four out of 


I have two cases in which microscopic examination 
of the line of resection could demonstrate cancer in- 
vasion at this point. To my own surprise, one of these 
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two patients lived over two years in perfect well-being, 
the other three years, before showing recurrence. It 
is a well-known fact that recurrence in cancer of the 
stomach is quite often delayed. While the small per- 
centage of permanent cures is very discouraging, a 
large number of patients enjoy at least two vears of 
perfect well-being before getting recurrence after par- 
tial gastrectomy. 
The fact 

gives a fair 


that even incomplete resection sometimes 

result should not, of course, tempt the 
surgeon to resect too close to the tumor. Accelerated 
growth and rapid recurrence can often be expected to 
follow. After cutting across the stomach, I have lately 
been excising an additional strip of tissue from the 
proximal stump for immediate frozen section. If the 
pathologist reports presence of cancer cells in this 
strip, more of the stomach is resected, if technically 
possible. ; 


Tuomas O. Burcer, M.D. (1301 Medico-Dental Build- 
ing, San Diego).—Cancer of the stomach is curable 
by only one method—surgery, and that surgery must 
be complete eradication of the growth and gland- 
bearing areas. Surgery, therefore, must be early. 
the body is not 
cancer of the stomach, as 
Woolsey’s charts. 


Cancer in almost any location of 
painful, and that is true of 
shown in Doctor 

Cancer of the stomach untreated is fatal, 
very distressing final stage. Cancer of the liver is not 
a painful illness. Surgery should be radically done 
with attempt to cure, even though the mortality rate 
is rather high in extensive resections. If the attempt 
at complete eradication is not successful, but the pa- 
tient recovers from the surgery, the recurrence is usu- 
ally much terrible in its pain and starvation in 
the later stages than when no surgery is done. This 
is true, as already said, if the liver is the location of 
recurrence, as is often the 


and has a 


less 


case. 

In some patients, high resection is very difficult, and 
we find that, especially in high resections, the De Petz 
sewing instrument makes not only work, but 
will cut the time of about twenty minutes. 
Twenty minutes saving a life in a good 
number of 


easier 
operation 
may mean 
these persons. 

is the 
stomach 


Che x-ray 
proving a 
should 


or over. 


principal agent in proving or dis- 
trouble in regard to cancer, and 
always be resorted to in persons of forty years 
\lso a recheck should be made if any ques- 
tion as to whether there is an ulcer or cancer. 

Early diagnosis and radical surgery means a large 
per cent of cures; and if not cures, a prolongation of 
comfortable living for a considerable period of time 


Joun 
ing, San 


Hunt SHepuarp, M. (Medico-Dental Build- 
Jose). —In ears Doctor Woolsey’s 
records, Table 11, showing that only twenty of the 

-seven coming to operation were resect- 


ninety cases 
l vith other published reports. 


able, closely agrees 
Viewed in the light of Table 4, showing the length of 
time these patients had been under medical care prior 
to operation, Table 11 places the profession directly 
“on the spot.” 

Our efforts in educating the laity concerning cancer 
has accomplished a great deal, and already our ex- 
perience leads us to believe that the individual who 
a tumor in the breast, sees evidence of a lesion 
on the skin or lip, or develops a vaginal discharge in 
lesions of the cervix, not only seeks early advice, but 
when expectant or temporizing treatment is advised 
immediately consults another physician, 


feels 


We must not expect the laity 
nosticians and tell us what to do. The symptoms 
of gastric disturbance should be as readily read by 
the physician as the suggestive signs of cancer of the 
breast or cervix are read by the patient, and the 
import ance and necessity of a proper gastric examina- 
tion recognized, While occasionally a patient whose 
symptoms have persisted for only a short time will 


to be their own diag- 
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refuse to submit to a complete examination, our 
perience leads us to believe that the physician is 
infrequently responsible for the delay in makin 
thorough examination, either through his own s1 
gestion, or by his ready consent to try this or 
form of treatment, trusting that nature will eff 
cure. It may be that this willingness to “wait 
see” results from the physician’s desire to curtail 
penses to his patient; but since the same practi 
found in charity clinics, I believe it is due to the 
of proper appreciation on the part of the doctor, of 
importance of a thorough and complete study of e\ 
symptom of which the patient complains. 

For years, every 
consulting us on account of stomach trouble wi 
has existed for more than one week, has been s1 
jected to an x-ray examination before instituting tri 
ment. Of those who have not complied with our 
some have been cured by nature, some have h: vd 
examination made elsewhere, and some have retur 
with an inoperable carcinoma of the stomach. 


patient over forty years of 


When we of the medical profession cease to 
our patients to direct the course of our study, 
insist on a thorough examination before institutin: 
treatment, carcinoma of the stomach, as well as ot 
maladies, will be recognized at a time when treat: 
may effect a cure. 


ROENTGENOLOGIC CHANGES IN MALACI( 
DISEASE OF BONE* 


By Joun D. 
Rochester, 


M.D. 


Minnesota 


Camp, 


. present interest of the medical professi 
in the subject of malacic disease of 
stimulated largely by the report of Mandl, in 192 
concerning a case of 
eralisata (von ag linghausen’s disease), in w 
the removal a parathyroid adenoma was 
lowed by pre on clinical improvement. The li 
ture concerning the subject from that ti 
become voluminous, and the existence of “hyy 
parathyroidism” as a definite clinical entity has 
become well established. Because of the profom 
influence of the parathyroid glands on the fund 
mental metabolism of calcium, and probably « 
phosphorus, it is not surprising that the question 
of parathyroid function, as related to other forms 
of malacic disease of bones of supposedly know: 
and unknown origin, has been seriously consider 
Some enthusiastic investigators of the subject 
see in the condition of hyperparathyroidism 
ready explani ition for the cause of such conditior 
as osteitis deformans (Paget’s disease), leontiasis 
ossium, ankylosing polyarthritis of Oppel, giant 
cell tumor, ‘multiple myeloma, and scleroderm: 
Other observers, whose conclusions concerning 
the subject are tempered by experimental evidence, 
are less re ady to accept such a broad applicatio 
of the term “hyperparathy roidism.” Because of 
such conflicting opinions no little confusion has 
resulted, particularly in the minds of roentgenolo 
gists, concerning the identity of certain forms o! 
malacic disease of bone. Without doubt the pres- 
ent intensive clinical and investigative work that 
is being carried out on the subject of eens 
thyroidism and mineral metabolism in general wi 


bone w 


osteitis fibrosa cystica ge! 


*Guest-speaker paper. 
tion of the 
third 


q Read before the Radiology Sec- 
California Medical Association at the sixty- 
annual session, Riverside, April 30 to May 3, 1934. 
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TaBLe 1.—Classification of Malacic Disease of Bone 

SS ait 

Group 1.—Atrophy 
Disuse 
Fractures 
Arthritis 


— a == 
associated with: 
Neurotrophic disorders 
Circulatory disorders 
Group 2.—Congenital defects 
Osteogenesis imperfecta 
Fragilitas ossium 
Group 3.—Dietary insufficiency and avitaminosis 
Rickets 
Osteomalacia 
Puerperal 
Senile 
Hunger and war 
deficiency 


Celiac disease 
Chronic idiopathic steator- 
rhea 
Kashin-Beck disease 
Group 4.—Renal insufficiency 
Renal rickets 


Group 5.—Endocrine malfunction 
Hyperparathyroidism 
Hyperthyroidism 
Cushing’s syndrome 

(Basophilism) 


Suprarenal disease 
Diabetes mellitus 


Group 6.—Miscellaneous: Etiology unknown 
Focal osteitis fibrosa cystica 
Osteitis deformans (Paget’s disease) 


have a far-reaching effect on our knowledge and 
classification of certain forms of lesions of bone. 
With a full realization of this situation, the classi- 
fication in Table 1 is offered, subject to revision. 
It does offer to my mind, at the present time, how- 
ever, a reasonable basis for consideration of the 
roentgenologic changes in the various forms of 
malacic diseases of bone. 

Because of the multiplicity of conditions that 
may affect the mineral content and structure of 


the skeleton, the early recognition of any par- 
ticular disease by roentgenograms alone may be 
exceedingly difficult. Even in some advanced 
lesions, as will be pointed out subsequently, the 
ultimate diagnosis can be made only by proper 
correlation of the clinical data and other labora- 
tory findings. 


GROUP I. ATROPHY 


Atrophy of bone resulting from disuse incident 
to trauma, fracture or arthritis, neurotrophic dis- 
order, or to circulatory disease, is characterized 
by its limitation to the affected part. Two types 
may be observed: (1) a homogeneous decalcifi- 
cation of bone with thinning of the trabeculae, 
which, however, remain sharply defined despite 
their thinness; and (2) a coarse, mottled form of 
osteoporosis, which has been confounded with 
multiple myeloma and with metastatic malignancy. 
This type has been called subacute atrophy of 
bone; but this is a misnomer, since it may occur 
in such chronic states as Buerger’s disease, arterio- 
sclerosis, and in peripheral nerve injuries (Fig. 1). 


GROUP 2. CONGENITAL DEFECTS 


In this group are placed those cases in which 
the bones are fragile, not because of any primary 
defect in calcium metabolism, but because of a 
primary defect in the mesoblast, as a result of 
which connective tissues are unable to build up 
a sufficient framework on which enough lime may 
be deposited. In this class are placed osteogenesis 
imperfecta and fragilitas ossium, probably the 
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same pathologic process, except that the former 
concerns the fetal or infantile form and the latter 
the adult. Both have a tendency to be hereditary 
and familial. The entire skeleton is affected, and 
roentgenologic changes in the infantile form are 
characteristic. The bones have a bowed, misshapen, 
shortened, and thickened appearance. Callus is 
easily detected in the shafts at the sites of frac- 
ture. Compression of the thorax and fracture of 
the ribs are common. Ossification in the skull is 
deficient and irregular and, according to Knaggs,” 
has a peculiar mosaic appearance due to the irregu- 
lar islands of bone occurring particularly along 
suture lines. In the adult variety, there is gen- 
eralized osteoporosis and marked atrophy of the 
cortex and shafts of the long bones. Bowing, in- 
fractions, and fractures occur in varying degrees 

GROUP 3. DIETARY INSUFFICIENCY 

AVITAMINOSIS 


AND 


Rickets and osteomalacia constitute the lesions 
of this group, which result from a deficient supply 
of calcium or phosphorus in the food or a deficient 
intake of vitamin D. There is little doubt that 
they are one and the same disease, except that 
rickets affects the growing child and osteomalacia 
the adult. The roentgenologic changes of rickets 
are so well known that they will not be reviewed 
here. In the past the term “osteomalacia” has, 
by tradition, been applied to the particular soften- 
ing of bones occurring in pregnant and lactating 
women. Experience has shown, however, that 
such changes are not limited to pregnancy and 
lactation, but may occur whenever the diet is defi- 
cient in calcium, phosphorus, or in vitamin D. 
Notable examples of this include hunger and war 
deficiency, and the changes in bone occurring in 
celiac disease and in chronic idiopathic steatorrhea. 
The significant roentgenologic changes consist of 
generalized osteoporosis, marked thinning of the 
cortical bone, with softening, bowing, fractures, 
and generalized deformities. Of particular inter- 
est are the transverse osteoid zones, described 
by Looser,’ which simulate pathologic fractures 
(Fig. 2). They usually occur in well-advanced 
cases, and have a tendency to be symmetrically dis- 
tributed. Osteomalacia is frequently confounded 
roentgenologically with the skeletal changes in 
hyperparathyroidism, from which it differs in that 
osteoporosis is homogeneous or coarsely striated 
rather than granular in character, and that cysts 
do not form. 


GROUP 4. RENAL INSUFFICIENCY 


Renal rickets is a condition developing in chil- 
dren in association with, and apparently as a re- 
sult of, chronic nephritis. Roentgenologically, the 
findings vary a great deal in different cases, and 
sometimes in the same case at various times. 
Skeletal development is always retarded. In some 
instances there is a zone of osteoid tissue at the 
growing ends of bones which may not be different 
from that seen in ordinary rickets. However, 
there usually is something atypical about the find- 
ings, and the lesions may be asymmetrtcal, or 


different bones may be unequally involved. In 
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Fig. 1.—Coarse, mottled type of osteoporosis of hu- 
merus, resulting from old injury to brachial plexus. 


cases of long standing, there is a deep mottled 
zone at the ends of long bones which consists of 
osteoid tissue, cartilage, fibrous tissue, and calci- 
fied matrix. Distortion, infractions, and various 
deformities may result. Defects in subperiosteal 
calcification and a coarse, thickened appearance 


of the skull in advanced cases have been noted by 
Parsons * and Teall.” 


GROUP 5. ENDOCRINE MALFUNCTION 


H yperparathyroidism.—This is a disease which 
is usually, if not always, due to a functioning 
adenoma of the parathyroid glands. As a_ re- 
sult of increased production of hormone, there 
is disturbance in the metabolism of calcium and 
phosphorus, which results in certain generalized 
structural changes in the skeletal system, the roent- 
genographic appearances of which are character- 
istic. Roentgenologically, the fundamental skeletal 
change (demineralization) is revealed in the ma- 
jority of cases as a uniform, miliary, granular type 
of osteoporosis. This peculiar form of general- 
ized, mottled atrophy is distinct from the ordinary 
type seen in osteoporosis associated with acute and 
chronic disease of bone and in neurotrophic con- 
ditions. It is best exhibited in flat bones, especially 
in the calvarium (Fig. 3). Also, resorption causes 
trabeculae of bones to become indistinct in out- 
line and cortical bone to be so thinned that, in early 
cases, the bones have a homogeneous ground-glass 
appearance. In some regions decalcification pro- 
gresses to produce multiple cystic zones (osteitis 
fibrocystica generalisata) of varying size, which 
may be found within the medullary portion or 
below the periosteum. The jaws, pelvis, long 
bones, ribs, and metatarsal and metacarpal bones 
are favorite sites for such changes. The subperi- 


Fig. 2.—Osteomalacia, resulting from dietarv_insuf- 
ficiency and deprivation of sunlight. The osteoid zones 
which simulate fractures may be noted. 


osteal zones of resorption are especially well shown 
at the ends of the bones and in the phalanges 
Cysts may reach a large size and become the sit« 
of pathologic fracture. [Because the bones are 
soft, bowing, kyphosis, narrowing of the pelvis, 
and coxa vara are common. The onset of the dis- 
ease is so insidious that, in early cases, it is diff 
cult to distinguish it from osteoporosis resulting 
from other causes. 

Following the removal of a parathyroid tumor 
a very obvious change occurs in the structure of 
the skeletal system. As the resorption of cal- 
cium is arrested, the trabeculae of bones lose thei 
indistinct outline and become well defined. .\s 
convalescence occurs, the density of the bor 
gradually approaches the normal, although suc 


i 


Fig. 3.—Section of roentgenogram of skull revealing chat 
acteristic granular osteoporosis of hyperparathyroidisn 
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Fig. 


4.—Osteoporosis associated with exophthalmic 
goiter. 


deformities as bowing, kyphosis, and scoliosis will 
persist. Cystic regions gradually fill in and may 
disappear completely. 

Hyperthyroidism.—The presence of osteoporo- 
sis in exophthalmic goiter was demonstrated radio- 
graphically by Kummer ® in 1917. Since that time 
several observers have confirmed his observations. 
The demineralization is generalized and homogene- 
ous in character, but is more marked in the spongy 
portions ( Fig. +). In one of a series of cases re- 
ported by Plummer and Dunlap’ in 1928, necropsy 
revealed generalized osteoporosis, especially of the 
calvarium and ribs, the latter disclosing multiple 
fractures. According to Hunter,’ there seems to 
be no relation between the duration of the disease, 
the degree of osteoporosis, and the values for 
phosphatase in the plasma, which often are high. 


Cushing's Disease (Basophilic Adenoma of the 
Pituitary Gland ).—Osteoporosis has been one of 
the features of a syndrome associated with baso- 
philic tumors of the anterior lobe of the pituitary 
gland. In the few cases that I have seen, osteo- 
porosis has been of the generalized homogeneous 
type and would not have been confused with the 
granular osteoporosis of primary hyperparathy- 
roidism. Whether or not secondary hyperpara- 
thyroidism is present, due to hyperplasia of the 
parathyroid gland, has not been definitely estab- 
lished. The obesity, hirsutism, amenorrhea, and 
hypertension in Cushing’s syndrome certainly are 
not present in primary hyperparathyroidism, and 
they should thus serve to distinguish the condition 
clinically if the roentgenographic changes are 
inclusive. 


Suprarenal Disease. — The literature contains 
much conflicting data regarding the relation of 
the suprarenal glands to calcium metabolism and 
to osteomalacia, and the present status of our 
knowledge concerning this matter is well sum- 
marized by Golden and Abbott,® who concluded 
that, although suprarenal secretion either directly 
or indirectly influences calcium metabolism, and 


MALACIC DISEASE OF BONE—CAMP 


Fig. 5.—Focal osteitis fibrosa cystica. The presence of 
normal bone in the uninvolved areas distinguishes this 
condition from hyperparathyroidism. 


although the suprarenal glands may be indirectly 
involved in a pluriglandular imbalance in certain 
cases of osteomalacia, the evidence did not seem 
to justify the assumption that decalcification of 
bones results directly from suprarenal disease or 
dysfunction. 

Diabetes Mellitus—There is considerable evi- 
dence in the literature that a loss of calcium occurs 
in diabetes, especially in the presence of acidosis. 
Morrison and Bogan® found that atrophy of bone 
occurs among a certain number of children in 
whom diabetes develops before the ninth year, but 
not after that. Narrowness of the shaft and thin- 
ness of the cortex were noted in the bones of 
children with long-standing diabetes. Decalcifica- 
tion was observed in diabetes among adults by 
Golden and Abbott*® ; but according to their experi- 
ence the question may be raised as to how much 
of this is of endocrine and how much of nutri- 
tional origin. They concluded that roentgenologic 
evidence of definite, important, skeletal decalcifi- 
cation among diabetic adults, which can be at- 
tributed directly to the disease, is lacking. 

GROUP 6. MISCELLANEOUS—ETIOLOGY 

UNKNOWN 

Focal Osteitis Fibrosa Cystica.—Localized or 
focal osteitis fibrosa cystica has been termed by 
von Mikulicz," “‘osteodystrophia cystica juvenilis.” 
This condition is frequently confounded with 
hyperparathyroidism because, roentgenologically 
and pathologically, the localized cysts simulate the 
cystic lesions of hyperparathyroidism. The con- 
dition is not related to hyperparathyroidism, and 
can be distinguished from it by the presence of 
normal bone in the uninvolved region (Fig. 5), 
and by the presence of normal amounts of calcium 
and phosphorus in the serum, and of phosphatase 
in the plasma. 


Osteitis Deformans (Paget's Disease ).—The 
roentgenologic characteristics of this disease, which 
may affect one or several bones, are so well known 
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that they need not be repeated here. Of more 
importance is the question whether or not this 
disease is a manifestation of hyperparathyroidism, 
as is claimed by some observers. By analogy with 
generalized osteitis fibrosa cystica, it would seem 
likely that Paget’s disease is a disorder of mineral 
metabolism and, according to Turnbull,’? there is 
only one definite histologic difference between the 
two diseases ; this, however, is a big difference. In 
osteitis deformans, there is tremendous resorption 
of bone associated with tremendous apposition 
which completely alters the normal architecture, 
although apposition predominates. In generalized 
osteitis fibrosa cystica, widespread resorption of 
bone is the essential change, and excessive apposi- 
tion is focal and relatively insignificant. Enlarge- 
ment of the parathyroid glands has not been 
demonstrated in Paget’s disease, and the levels of 
calcium and phosphorus i in the serum are normal 
in contrast to the levels in hyperparathyroidism. 

In addition to the conditions that have already 
been discussed, there occur certain other diseases 
which, because of their involvement of the osseous 
system, may be confounded roentgenologically 
with true malacic diseases of bones. These include 
metastatic carcinoma, multiple myeloma, diseases 
of the reticulo-endothelial system, and certain 
blood dyscrasias, particularly those of infancy and 


childhood. 

The extensive involvement of the skeletal sys- 
tem in advanced cases of metastatic carcinoma 
and multiple myeloma may at first glance simu- 
late the roentgenographic appearance of hyper- 
parathyroidism. However, the multiple regions 
of destruction of bone in these conditions, in the 
calvarium especially, are easily distinguished from 
the miliary, granular, osteoporotic lesions in the 
skull in hype rparathyroid disease. True formation 
of cysts is absent in each of the above conditions, 
whereas it is common in hyperparathyroidism. 
In hyperparathyroidism the entire skeleton is 
affected, whereas in multiple myeloma and meta- 
static carcinoma zones of uninvolved normal bone 
can generally be found regardless of the extent of 
the disease. Because of marked skeletal destruc- 


tion, determinations of calcium and phosphatase 


may be high. However, serum phosphorus, if 
changed, is higher than normal in contrast with the 
low serum phosphorus in hyperparathyroidism, 
except in the presence of severe renal injury when 
phosphorus in the serum may be elevated. The 
fact that hyperplasia of the parathyroid glands 
may occur in myeloma has been cited as evidence 
that this disease is of parathyroid origin. 
ever, 


How- 
hyperplasia of the pari athyroid glands has 
observed also in metastatic carcinoma of 
in rickets, and in osteomalacia, and the ma- 
jority of observers agree that it is undoubtedly a 
secondary rather than a primary factor in these 
conditions. Also, reliable records exist of cases 
of multiple myeloma wherein the calcium and 
phosphorus metabolism was normal, and normal 
parathyroid glands were found at necropsy. 
Disease of the 
Xanthomatosis 


been 
bone, 


Reticulo-Endothelial System — 
(Schuller-Christian syndrome), 
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according to Rowland,*® is a rare, probably fami- 
lial, constitutional disorder of metabolism in which 
a deposition of lipoid mixtures, particularly cho- 
lesterol and its esters, takes place, leading 
characteristic hyperplastic reaction in the reticul 
endothelial or histiocytic apparatus. It occurs most 
frequently in early childhood, but occasional ado- 
lescent and adult types have been noted. The 
resorption of bone is really a destructive proces ss 
or pressure atrophy caused by contiguous accum 
lation of the granuloma-like lipoid masses in th 
connective tissue. The flat bones are more com- 
monly involved than other bones, but any part 
of the skeleton may be affected. The plaque-like 
zones of destruction in the skull are quite different 
from the granular osteoporosis of hyperparathy- 
roidism, also the unaffected bones and uninvolved 
regions of the same bone exhibit a normal struc- 
ture in contrast to the diffuse involvement i: 
hyperparathyroidism. 

Gaucher's Disease. — This condition provokes 
changes in the skeletal system that are more simi 
lar to osteomalacia than to hyperparathyroidism. 
The crowding of bone marrow with so-called 
Gaucher cells results in atrophy of the spongy 
portions of the bones and widening of the intra- 
medullary space. While the changes must Ix 
generalized, they are particularly obvious in the 
ends of the femur and humerus. According to 
Schinz,"* change in the skull is observed only in ad- 
vanced cases. Because of the hematologic findings 
and the presence of splenomegaly, this condition 
would not be confused clinically with osteomalacia 

Blood Dyscrasias. — The roentgenologic mani 
festations of these conditions have been described 
in detail by Karshner,’® and by Diamond and Vogt 
The latter investigators classify the whole group 
under the general heading “congenital anemias.” 
Fundamentally, the changes in the osseous system 
are the result of a generalized hyperplastic co1 
dition of the marrow, which causes decalcification 
of the trabeculae and thinning of cortical bone 
The changes are well shown in the calvariun 
where a generalized mottling or spongy appeat 
ance may be observed. 

In the erythroblastic form, 
tion of the calvarium may be thickened, and the 
outer and inner tables correspondingly thinner 
In a later stage of this disease, formation of new 
bone occurs, which is revealed as striations per- 
pendicular to the tables. According to Karshner 
these striations in the skull suggest replacement 
of exhausted marrow by bone. 


the medullary por- 


Among patients with leukemia, especially of t! 
lymph tic variety, periosteal elevation and thicker 
ing due to subperiosteal leukemic infiltration, cor 
monly occur. In addition, small or extensive foc! 
of destruction of bone, which cause a moth-eaten 
appearance of the medulla, may be noted. 

Clinically, the diagnosis of 
anemias is not difficult, although roentgenolog' 
cally they may be confounded at certain stages 
with hyperparathyroidism and with osteogenesis 
imperfecta. 


various congenit 
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COMMENT 


In reviewing the malacic diseases of bone from 
the standpoint of the roentgenologist, one cannot 
help but be impressed with the variety of roent- 
genographic changes that are presented when such 
a fundamental metabolic change as demineraliza- 
tion is provoked by various causes. Histologic 
studies offer a reasonable explanation for these 
variations and, in my opinion, a carefully cor- 
related study of the microscopic changes and 
roentgenograms in the conditions noted in this 
paper will do much to further our knowledge of 
malacic diseases of bone, and of osteoporosis in 
general. 

Section on Roentgenology, The Mayo Clinic. 
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BLOOD TRANSFUSION—SMITH-HAMAN 


REACTION FOLLOWING BLOOD 
TRANSFUSION* 


REPORT OF AN UNUSUAL CASE 
By C. E. Smitn, M.D. 
AND 
J. O. Haman, M.D. 


San Francisco 


Discussion by Roy W. Hammack, M.D., Los Angeles; 
LeRoy Brooks, M.D., San Francisco. 


ASE HISTORY (By J. O. Haman). Mrs. R., 
thirty-two, was first seen in the Prenatal Clinic in 
November, 1932, five months pregnant. 

The family history and past history were negative, 
except for typhoid and pneumonia. Catamenia began 
at seventeen, was always irregular, painful and profuse. 

There had been four previous pregnancies, the first 
in 1927. This progressed normally until one week be- 
fore labor was due, when headache, diarrhea, vomit- 
ing, edema, high blood pressure and albuminuria de- 
veloped. She was taken to a hospital semi-comatose 
and in labor; the pregnancy was terminated with high 
forceps. She had several convulsions after delivery, 
which were treated by venesection. Later she was 
given a blood transfusion, her husband being the 
donor. A mild reaction, consisting of chills and fever, 
developed immediately, but soon subsided. Blood 
pressure and urine were normal after the puerperium. 

The second and third pregnancies (1928 and 1930) 
aborted spontaneously at four months, each time with 
toxic symptoms developing prior to the miscarriage. 
The fourth pregnancy (1931) was complicated by 
hypertension and albuminuria throughout. Three 
weeks before delivery the patient developed oliguria 
and was under hospital observation for twenty-two 
days, when she began hemorrhaging. Labor was in- 
duced by a Voorhees bag, and a podalic version and 
extraction were performed. Urine and blood pressure 
were again normal after this pregnancy. 

The present pregnancy was normal throughout, ex- 
cept for a blood pressure which remained at approxi- 
mately 145/85. Slight traces of albumin were noticed 
at intervals. Hemoglobin was 65 per cent Sahli. Other 
laboratory tests and physical examination were nega- 
tive, except for marked laceration and erosion of the 
cervix. Twins were diagnosed at the eighth month. 
Treatment during pregnancy consisted of iron in the 
form of Blaud’s pills, and a low-protein, salt-free diet. 

The patient was delivered on March 28, 1933, after 
a labor of six and three-fourths hours. Fraternal twins 
were born, each weighing six and one-half pounds 
The first was a normal, vertex presentation; the second 
was in a transverse position, and a podalic version and 
extraction were performed. The hemoglobin on entry 
was 62 per cent Sahli, the urine showed nothing ab- 
normal, and the blood pressure was 146/88. As the 
patient appeared very pale, and her hemoglobin was 
only 50 per cent Sahli, a transfusion of 400 cubic centi- 
meters citrated blood was given on the third day after 
delivery, her husband again being the donor. The lab- 
oratory report showed both donor and recipient to be 
Type II (Moss), with the donor’s cells showing slight 
rouleaux formation with the patient’s serum. The 
donor was considered to be suitable if the blood were 
given slowly. The blood was injected into the median 
basilic vein at a rate of 7 cubic centimeters per minute, 
the procedure consuming fifty-five minutes. 

Toward the end of the transfusion the patient suf- 
fered a severe chill which lasted twenty minutes. The 
temperature rose abruptly to 40.2 degrees centigrade, 
dropped to 36.8 degrees centigrade within twenty-four 


* From the Departments of Public Health and Prevent- 
ive Medicine and of Gynecology and Obstetrics, Stanford 
University School of Medicine, San Francisco. 























































































































































































































































LoD mTARE 
aun owtPuT, oc. 


000 umte 
mom PER lOO Ce 





8000 
BD 
8 |. 
* ear 
5 1 j | n 
iy | 1] 
| {| 
imi e| } oe 
Seok 1 ne 
| Ne 
j a ia~ 280 
He | | 
cone: || | ie j a | } 1 200 j 
H/ HT] | 
| } a |! | | | se 
MI | 
| let} | = 
1000 t | | + “- i i} | o 
} i : ie ai ee 
‘ei Biel ne “ 
iaig. j | | | 
arn , . s . ? s > "” a “a “ 3 oc 6. — : 
Chart 1.—Showing the daily fluid intake and output, 


and daily blood urea in milligrams per 100 cubic centi- 
meters. 


hours, and remained subnormal throughout her hospi- 
tal stay. 

No other symptoms were noticed for twenty hours 
after transfusion, at which time the patient was jaun- 
diced and the centrifuged urine specimen showed the 
field completely full of renal failure casts. Five hun- 
dred cubic centimeters of 10 per cent glucose were 
immediately given intravenously. The urinary output 
for the next three days averaged about 500 cubic centi- 
meters per day, in spite of a daily fluid intake of over 
2,000 cubic centimeters. The blood urea rose daily 
from 123 to 282 on the eighth day, following which it 
gradually declined. 

The hemoglobin was 42 per cent Sahli two days 
post-transfusion. Urine examinations showed light 
clouds of albumin and occasional granular casts for 
two weeks. 

Treatment consisted of daily intravenous injections, 
saline hypodermoclyses, proctoclysis and iron in the 
form of iron and ammonium citrate (4 to 6 grams 
daily). 

After a stormy course, the patient gradually re- 
turned to normal. On dismissal to a convalescent 
home, the blood urea was 171, hemoglobin 46 per 
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TABLE 1.—Matching of Recipient’s Serum Taken Before Transfusion with Various Cells at Varying Times and 
Temperatures 





Room Temperature 
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cent Sahli, and the urine negative except for a very 
faint trace of albumin. 


Eight months later, December 1933, the patient ap- 
peared in good health. Physical examination was 
negative, blood pressure 130/85, hemoglobin 90 per 
cent Sahli, blood urea 48, and the urine negative. 


COMMENT 


Study of the Blood of the Donor and the Pa- 
tient (by C. E. Smith).—As has been stated, the 
original test of the blood showed no evidence oi 
incompatibility, but after the reaction of the 
patient, the tests were repeated. The investiga- 
tion of the recipient’s and the donor’s blood pro- 
ceeded in three stages: first, rechecking the type 
of the donor; second, rechecking the type of the 
recipient; third, retesting their cross-matching. 
This last section was expanded to include match- 
ing the recipient’s serum taken before, and the 
recipient’s serum taken after transfusion, with 
various types of cells. All tests were performed 
in triplicate, one set being placed in the ice-box, 
one set kept at room temperature, one set incu- 
bated at 37 degrees centigrade. 

First, the donor’s type was rechecked. His cells 
were matched with Type II serum and were en- 
tirely satisfactory. They were completely agglu- 
tinated with Type III serum. The donor’s serum 
was compatible when checked with Type II cells, 
but incompatible with Type III cells. Therefore, 
the donor is unquestionably a Type II. 

Second, the recipient’s type was retested. Her 
cells showed no agglutination or rouleaux with 
Type II serum, while they were completely agglu- 
tinated with Type III serum. Her serum agglu- 
tinated Type III cells, but showed only slight 
rouleaux formation with stock Type II cells. A 
more complete comparison of the recipient's 
serum compatibility is found in the third part of 
this study, but she also is clearly a Type II. 

The third step was the cross-matching of the 
recipient’s serum with the donor’s cells, and 
simultaneously with stock Type II and Type II! 
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Passable grouping, possibly slight rouleaux. 
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R Slight rouleaux. 

RR Moderate rouleaux. 
RRR Severe rouleaux. 
RRRR_ Very severe rouleaux. 





Agg. Agglutination. 

H Slight hemolysis. 

HH Moderate hemolysis. 
HHH Severe hemolysis. 
HHHH Very severe hemolysis. 
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[aBLeE 2.—Matching of Recipient’s Serum Taken a Few Hours After Transfusion with Various Cells at Varying 


Times and Temperatures 


Cells Used 
for the Cross 
Agglutination 


Ice Box Temperature 





24 Hours 72 Hours 


Room Temperature 


24 Hours 


I - 


Incubator Temperature 37 Degrees 


2 Hours 


RR 


| 72 Hours 


> 


24 Hours 72 Hours 


HHHH 
HH 








Donor’s s Type Il RR RR 


Stock Type III 





RR 
HH 


RRR 
HHH 
Age. HHHH 


| 
RRR | 
HHH | 





rype IV (R)............ 


Type IV _ _— 





Type IV Age. Age. 


RRR 


Age. 


Type IV RRR 


RRR 


Stock Type II R Pe R R 
1 


Type IV RRRR RRRR 








RRRR | 





Types According to the 
the 
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cells, and cells from five proven universal donors 
(Type IV, Moss). Fortunately for the complete- 
ness of the study, a small amount of the re- 
cipient’s serum taken for her original typing 
previous to her transfusion had been preserved 
in the ice-box. Simultaneous matchings were 
made using this pre-transfusion serum and post- 
tr insfusion serum. 


Tt he crosses were ag ain in 
> 
triplicate : 


at ice-box, room, and incubator tem- 
peratures. The results are recorded in tabular 
form. In Table 1 is recorded the matching with 
the pre-transfusion serum, and in Table 2 that 
with the post-transfusion serum. 

It is to be noted that the stock Type II cells 
tested with the patient’s pre-transfusion serum 
showed entire compatibility, remaining entirely 
separate at all three temperatures for the entire 
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seventy-two hours of observation. However, the 
post-transfusion serum caused slight rouleaux 
formation in twenty-four hours at room and ice- 
box temperature, and moderate rouleaux within 
two hours at 37 degrees centigrade. Most striking 
was the hemolysis which took place over night 
at incubator temperature. The “ghost cells” and 
remaining unlysed cells showed marked rouleaux 
formation. By seventy-two hours, although the 
cells in the ice-box and at room temperatures 
showed no further change, the incubated cells 
had completely hemolyzed and the “ghost cells” 
were firmly clumped. 

The donor’s cells in the patient’s pre-trans- 
fusion serum did not show the slightest rouleaux 
formation after seventy-two hours at ice-box 
temperature. At room and incubator tempera- 
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tures there was only a suggestion of rouleaux 
formation which one would unhesitatingly pass 
as entirely compatible. Again, the patient’s post- 
transfusion serum caused marked rouleaux 
formation ; and, after twenty-four hours of incu- 
bation, a marked hemolysis. 

Stock Type III cells showed immediate agglu- 
tination with both pre- and _ post-transfusion 
serum; but only at incubator temperature, and 
only with the post-transfusion serum did they 
hemolyze. 

The cells of five proven universal donors 
showed varying degrees of rouleaux formation. 
One, P., did not form rouleaux with the patient’s 
pre-transfusion or post-transfusion serum at any 
temperature. Nevertheless, the cells were com- 
pletely hemolyzed in twenty-four hours at 37 
degrees centigrade by the post-transfusion serum. 
Another, S., had been typed at least twelve times 
previously with all types of serum, and had never 
formed rouleaux. In common with the other 
three Type IV’s (Moss), his cells showed a 
much more severe rouleaux formation with the 
post-transfusion serum. Their cells were severely 
or completely hemolyzed in twenty-four hours at 
37 degrees centigrade by this post-transfusion 
serum. There was no hemolysis with the same 
serum at the other temperatures, nor with the 
pre-transfusion serum at any temperature. 

It is to be regretted that the patient’s own cells 
were not matched with her pre-transfusion and 
immediate post-transfusion sera. 

The question naturally arose as to whether the 


recipient’s serum would ultimately return to its 
pre-transfusion status ; and on September 6, 1933, 
over five months after the transfusion, a recheck 
of the patient’s blood was made. 

Again, the recipient’s serum was matched with 
the donor’s cells, stock Type II and Type III 


cells, and the cells of the five universal donors 
who were previously used. In addition, her own 
cells were matched with her own serum and also 
observed in normal saline. The results are noted 
in Table 3. The final readings of the matchings 
more nearly resemble those of the immediate 
post-transfusion than of the  pre-transfusion 
matchings. Of all the cross-checks made, the 
donor’s seem to have been most constantly the 
best. His cells at room and at incubator tempera- 
tures fared nearly as well as in the pre-transfusion 
matching, though a slight degree of hemolysis 
still occurred. However, in the cross-matching of 
the patient’s own cells and serum, there was a 
slight hemolysis in the incubator and a suggestion 
of rouleaux in the ice-box. It is true that the 
recipient's serum no longer caused severe rou- 
leaux with Type 1V (C) except at ice-box tem- 
perature. Also, the degree of rouleaux formation 
with the other Type 1V’s (Moss) is in a smaller 
degree than immediately after transfusion, ex- 
cept at ice-box temperatures. Nevertheless, the 
hemolysis at incubator temperature continued to 
be severe. However, the most interesting change 
was found in the two-hour observations. The 
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two-hour incubator temperature readings, as well 
as two-hour ice-box and room temperature ob- 
servations, again failed to warn of the danger 
that doubtless lurks in ever attempting to tra 
fuse this patient. 

SUM MARY 


A case of transfusion reaction with uremia 
manifestations and recovery has been described. 
Preliminary typing had shown apparent com- 
patibility. A recheck of the matching immediately 
after the reaction demonstrated a marked altera- 
tion in which the recipient’s post-transfusion 
serum caused severe rouleaux and hemolysis. .\ 
rematching five months later revealed that, 
though the recipient’s blood had not as yet re- 
turned to its pre-transfusion state, the methods 
of typing ordinarily used no longer revealed 
incompatibility. 

DISCUSSION 


Roy W. Hammack, M.D. (657 South Westlake Ave 
nue, Los Angeles).—I have read with interest this 
report of an unusual reaction following blood trans 
fusion. A number of similar reactions have been 
ported in recent years, among them the reports of Von 
Daesten and Cosgrove, in Annals of Internal Medicine, 
July, 1933; Stewart, in Medical Clinics of North America, 
September, 1931; and the more extensive report 
Bordley, in Archives of Internal Medicine, February 
1931. While in some of the cases reported incompati- 
bility of the bloods was later proved, in others 
incompatibility could be shown by laboratory methods 
In the case reported by Doctors Smith and Haman, 
hemoglobinuria was not recorded, but jaundice re- 
sulted, suggesting hemolysis of the transfused blood 
This, with the other phenomena of the reaction, makes 
it similar to those reactions which follow transfusions 
with incompatible blood, as were others in which co: 
plete compatibility was shown by laboratory studies 

Is it possible that sodium citrate, pure or impure, 

a factor? In the reports with which I am familiar 
it is stated that the citrate method was used. I refe: 
to those in which compatibility was apparently satis 
factorily demonstrated. In a fairly large experienc: 
with the multiple syringe method in which uncitrated 
blood is transfused, I have not known renal insuffi 
ciency to occur following transfusion of compatib! 
blood. However, citrated blood is probably used m 

frequently than uncitrated blood, and renal insufficien 

following citrate transfusion is certainly uncommo 

Bordley discusses the attractive theory that the kid 
neys may be sensitive to some substance in the trans 
fused blood, and “that the renal insufficiency results 
from a reaction of the nature of an anaphylact 
shock.” My associates and I have noticed that trans 
fusion reactions, chills or fever, or both, are more lik« 
to occur after the use of donors who have recent 
eaten a meal, particularly a meal rich in protein, th 
after the use of “fasting” donors. We have seen, 
one instance, hemoglobinuria with chill, malaise a1 
fever following transfusion of blood two hours after 
heavy protein meal. In this instance, both the patient 
and the donor were Group 3 (Moss). Their blood 
had been cross-agglutinated, and all tests were 
peated after the transfusion, showing complete con 
patibility. The urine also contained numerous larg 
granular casts and albumin. The casts and albumi 
disappeared within a few days. Blood nitrogen studi 
were not made, but there was no suppression of uri! 
and no symptoms suggesting marked renal insu 
ciency developed. 

It is interesting that, in the case reported by D« 
tors Smith and Haman, the donor was one w 
had previously given blood to this patient. We hai 
noticed a few times unusually severe febrile reactions 
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following the use of a donor the second time for the 
same patient, after a considerable time interval. How- 
ever, this has by no means always occurred. I have 
been told of two severe reactions occurring in the 
practice of other physicians in Los Angeles following 
the use of the same donor after a considerable period 
of time. In one case there was anuria for twenty-four 
hours, and in the other urinary suppression over a 
longer period, with development of uremic symptoms. 
No reactions had followed the first transfusions with 
these donors. Is it not possible that in such cases the 
patient becomes sensitized to some unusual constituent 
of the donor’s blood? 


LeRoy Brooks, M.D. (490 Post Street, San Fran- 
cisco).—Jansky in 1907, and Moss in 1910, classified 
human blood into four groups. This classification was 
based on their discovery of two iso-agglutinin sub- 
stances called A-B in serum, and two iso-agglutinogen 
a-b, in red blood cells. 

Their assumption that there were only two iso- 
agglutinable substances has been shown to be incom- 
plete. Guthrie and Huck in 1923 demonstrated the 
existence of a third iso-agglutinin D-Q, and a third 
Iso-agglutinogen d-q. This has been confirmed by 
others, and forms the basis of the so-called subgroups. 
findings furnish a plausible explanation for 
some of the hitherto unexplained post-transfusion re- 
actions that occasionally occur, even though the rules 
of selection of donors are followed. It is not an un- 
common experience to find by cross-agglutination test 
that a donor’s blood of the accepted group can be 
demonstrated in the laboratory to be incompatible. 

It is also known that the titer or potency of the 
agglutinable substances varies. After an individual has 
had one transfusion, their titer is usually strengthened. 
Theoretically it is just as plausible to assume that the 
less constant iso-agglutinable substances D-Q, d-q are 
susceptible of change in titer as the more constant 
iso-agglutinins A-B, and iso-agglutinogens a-b. This 
would explain the reactions in the case here reported, 
as well as the laboratory findings. The first trans- 
fusion was followed by a mild reaction; the second 
transfusion from the same donor by a more severe 
reaction, due to an increase in the titer of the iso- 
agglutinable substances probably belonging to a sub- 
group. 


hese 


It will be noted that the patient’s serum was com- 
patible with stock Type II cells after the first trans- 
fusion, but not after the second transfusion. The 
peculiar and contradictory behavior of her cells with 
well-known groups, and the fact that the patient’s 
serum after the second transfusion and severe reaction 
caused a_ questionable hemolysis of her own cells in 
twenty-four hours in the incubator, and some definite 
hemolysis at the end of seventy-two hours, suggest 
that the last word in groups and subgroups of human 
blood has not as yet been said. This case demon- 
strates also the desirability of allowing more time for 
the laboratory test than is usually practiced when time 
is available. 

It has been my experience that reactions of the 
character here considered follow transfusions in Type 
II patients. The literature shows that the experiences 
of some others have coincided in this respect. This 
has led to the belief on the part of some that sub- 
groups are more frequently formed in Type II indi- 
viduals than in other groups. In turn, this experience 
has led to some clinics and some individuals preferring 
ype IV (Moss), or universal donors, when trans- 
fusing Type II patients. I prefer Type IV (Moss) 
donors to Type II donors for Type II patients, unless 
unusually large transfusions are necessary. Grouping 
of both donor and patient and cross-agglutination test- 
ing should be a definite routine. 

I think Doctors Smith and Haman should be com- 
mended on this case report, and particularly on the 
tollow-up laboratory work which they did after the 
post-transfusion reaction. 
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DEAFNESS—ITS HUMANITARIAN 
PROBLEMS* 
A PLEA TO OTOLOGISTS 
By Georce E. CoLEMANT 
San Francisco 
Discussion by Harold 4. Fletcher, M.D., San Fran- 


cisco; Francis L. Rogers, M.D., Long Beach; Isaac H. 
Jones, M.D., Los Angeles. 


WISH to express my great appreciation of 

the privilege accorded me to address such a 
representative body of the otologists of the state 
of California. 

From a scientific standpoint many definitions 
of hearing have been given. It is usual, however, 
to define deafness simply as a failure to hear. It 
is true that we respond emotionally in either a 
favorable or an unfavorable manner to all sensory 
stimuli normally received, but the entire picture of 
what happens to a human being whose hearing 
was once normal, but who has irreparably lost all 
or a large part of it, cannot be summed up in the 
single word “deafness.” 

The understanding of this handicap—it is really 
an affliction to the unadjusted—and the reaction 
to it of the normally hearing, of the adventitiously 
deafened, and of these latter to others who have 
lost their hearing, differ as widely as do the vari- 
ous constituents which make up the personality 
complex of each. No one knows all about deaf- 
ness. However, since the great movement for the 
economic, social and psychologic betterment of 
the hard-of-hearing and for prevention began, a 


far more thorough comprehension of the many 
problems relating to it has been attained. 


ORGANIZATIONS FOR THE IILARD-OF-HEARING 


This movement, on a broad scale, initiated and 
maintained almost entirely by the deafened them- 
selves, began in 1906 with the formation of the 
Nitchie Service League for adult lip-readers, 
which later became the New York League for the 
Hard-of-Hearing. In 1919 the nine leagues then 
in existence (there are now over one hundred) 
were organized into the American Federation 
of Organizations for the Hard-of-Hearing. Dr. 
Wendell C. Phillips is now its honorary president 
and Mrs. James F. Norris, a specialist in the wel- 
fare of the hard-of-hearing child, is president. 
Several other eastern otologists have had a more 
or less continuous and active interest in the na- 
tional work of this federation, and their influence 
as presidents or members of the board of man- 
agers has greatly contributed to its success. I re- 
gret that I have not the time to outline the mani- 
fold activities, now greatly curtailed because of the 
depression, of this organization, many of which 
redound directly to the credit and advantage of 
otologists. 

Conferences, to which the leagues send a large 
number of representatives, are held annually, and 

* Read, by invitation, before the Eye, Ear, Nose and 
Throat Section of the California Medical Association at 
the sixty-third annual session, Riverside, April 30 to 
May 3, 1934. 

7+ The author is not a doctor of medicine, but is himself, 


one of the deafened, and is a Research Assocate in Medi- 
cine in the Hooper Foundation. 
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papers by eminent specialists in all matters which 
may pertain to deafness are read and discussed. 
These specialists include otologists, physiologists, 
physicists, psychologists, psychiatrists, and pedi- 
atricians; also social and welfare workers in the 
various fields of prevention, vocation and rehabili- 
tation, as well as eminent men in the fields of 
publicity and education. Speakers from the leagues 
exchange ideas concerning their problems of a 
more intimate nature. Lip- -reading tournaments 
are also held. The proceedings of these confer- 
ences are published and, with the monthly jour- 
nal (now alas! only a bulletin), are distributed 
as widely as possible throughout the country as 
propaganda on behalf of the hard of hearing. 
Anyone who has sat for three days through one 
of these conferences, and, if hard-of -hearing, has 
worn the group ear phones, will begin to realize 
what deafness is and means to the estimated 
ten million people in the United States with this 
handicap, as well as to the many more normally 
hearing individuals who necessarily come into 
close and constant contact with them. 


EFFECTS OF ACQUIRED DEAFNESS ON 
PERSONALITY 


Space does not permit a description of the re- 
percussions upon the entire personality of one who 
has acquired deafness since he learned to speak. 
This has been so ably set forth in the address 
to the American Otological Society, of Betty C. 
Wright,? executive secretary of the American 
Federation of Organizations for the Hard-of- 
ee and in that, among many others, of 

Gordon Berry,? who recently addressed the Sec- 

tion on Laryngology, Otology and Rhinology of 
the American Medical Association, and in numer- 
ous books and articles by other otologists and lay 
workers, that practically nothing can be added 
along these lines. Doctor Berry has clearly ex- 
plained the psychological effects of loss of hearing 
in the different age groups, and the various adjust- 
ments necessary for each. Miss Wright, in her 
plea to otologists, has pretty well covered the 
entire field and has particularly cautioned them as 
regards the choice, temperament and training of 
their office assistants. Both of these writers are 
seriously handicapped themselves, and are truly, 
therefore, experts in the subject of deafness in 
its widest implications. I earnestly urge each of 
you to study these two addresses and the dis- 
cussions which followed their delivery, and to 
familiarize yourselves with the proceedings of 
these conferences. 


WHEN THE HARD-OF-HEARING PATIENT 
CONSULTS THE PHYSICIAN 

This brings me definitely to the subject ex- 
pressed in the title of this paper. For a better 
understanding of my theme you must consider 
your patient’s reaction to his otologist, and your 
relation to your patient which, unfortunately, due 
to your busy office hours, is not always as personal 
as it might be. An adult deafened person gener- 
ally reaches you long after her hearing loss has 


Vol. 41, No.3 


become noticeable. She has had time to see 
hearing diminish little by little, and to experienc 
the fear, perhaps of the loss of her “job,” 
the inevitable worry and bleak despair that 
various contacts in life bring down upon h 
After sufficient urging, having heard throug! 
friend of some cure you have made, although 
other otologists may have given her a hopeless 
verdict, she arrives at your office filled with hope. 
An examination, perhaps, discloses a decidedly 
chronic condition with some evidence of a present 
middle-ear inflammation and non-patent tubes 
You say to yourself, “prognosis very bad; perhaps 
slight hope, at least of temporary amelioratio1 
You, therefore, suggest that she return for a 
course of treatments—inflation, diathermy, or 
what not—and tell her not to hope for too much 
Almost inevitably the time comes when you hav« 
to say, “Nothing more can be done. Your hear- 
ing loss will probably continue to progress.” Her 
expression almost frightens you. You commence 
talking about a hearing aid, joining a league, and 
lip-reading.t Your patient is not interested. She 
is even annoyed, and becomes rebellious and 1 
sentful. You are sorry for her, but you aes 
heard it so often. In a last effort to calm her you 
try to tell her about the accomplishments of Bee- 
thoven and Edison and, to cap the climax, how 
thankful she should be that she is not going blind. 
Please never tell a patient that ; the two afflictions 
are no more comparable than a streptococcus and 
a ciliated sinus cell. By this time your patient is 
in a useless rage and leaves the office. She per- 
haps later joins a local league for the hard 
hearing, and in a group of close friends discusses 
the “inhumanity and stupidity of otologists.” Per- 
haps she tells them that you “blew up her ears” 
long after you knew that it would not do any good. 
You may not realize how often you have engen- 
dered a feeling of dissatisfaction by not graduall\ 
preparing your patient for your almost inevitable 
verdict. 

ON THE SOCIOLOGY OF THE DEAF 

THE NEAR-DEAF 


AND 


It seems pertinent here to quote what Doctor 


Richardson,* 
nine years 
Society : 


recently deceased, told the otologists 
ago at a meeting of the Triological 


“In the otologic field, during the last forty years 
we have made masterful progress along many lines; 
but in the field of the humanitarian aspect, in sociolog 
of the deaf and the near-deaf, we have not as a box 
shown that aptitude and endeavor that becomes us as 
one of the great specialties of medicine . . . we hay 
been too much engrossed to give... attention... to 
the prevention, humanitarian, and sociological prob- 
lems that lie before, but just outside its actual en- 
deavor. As a result of this want of interest and 
through consideration of the near medical problen 
which have and are constantly arising, many la 
organizations have been created, which threatened « 
have taken away from the profession that leadersh 
which should be vested in and rightfully belongs to 


+How I hope that none of you feels that lip-reading is 
not always indicated. As is well known, lip readers do not 
often develop the mental traits so common among thos 
who fail to read the lips, and merely joining a leagu 
may change the whole psychology of a patient. 
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the medical profession. In the past it has been the 
time-honored method of most otologists, when all 
physical help that could be offered for these indi- 
viduals failed, to turn them forth to become helpless 
derelicts or furnish food for the quacks. Looking 
into the faces of those attending the Federation Con- 
ference held in Washington, as I did in addressing 
them last year, one could not but be impressed with 
their earnestness of purpose and desire for advice and 
direction. All otologists should be in touch with the 
organization in their immediate community, or with 
the Federation, in order to aid in guiding their work. 

. We, on our part, must recognize the call to duty, 
meet the obligations cheerfully, and evidence our ap- 
preciation of the confidence and honor thus demon- 


strated.” 

To this I might add that you all know the rela- 
tion of confidence which exists between the gen- 
eral practitioner and his patients. His years of 
service and sympathetic understanding endear him 
to their hearts. They tell him all their troubles, 
have faith in his judgment, and receive comfort 
and encouragement from his advice. The bond 
between the otologist and his present or former 
patient should be and can be, and I am sure, in 
some instances, is just as close. Help in every way 
that you can to make it mutual, and the patients 
who are truly crippled and often bewildered will 
turn instinctively for support and further advice 
to the man above all others whom they long to 
feel must know all about deafness. May I urge 
you better to prepare yourselves for this task? 
Please do not scorn to read articles ostensibly 
written for the hard-of-hearing. They often con- 
tain much in the field of psychology and welfare 
work which may arouse your keen interest. If 
you address a local league or a Federation Con- 
ference, try to arrange your time so that you can 
remain to hear other ‘addresses. You do not know 
what a heartening influence your mere presence 
has upon such a gathering. 


HOW OTOLOGISTS HAVE COOPERATED WITH 
HARD-OF-HEARING ORGANIZATIONS 


I can imagine some of you saying to yourselves, 
“Aside from all this, just what does the speaker 
want us to do?” I will tell you exactly, but before 
doing so let me outline briefly a few of the activi- 
ties already initiated by otologists i in cooperation, 
to some extent, with the American Federation of 
Organizations for the Hard-of-Hearing. First, 
let me reiterate that I am not implying that a good 
many otologists are not interested in these organi- 
zations. They are, but not very actively, and a 
far larger number, because the matter has not 
been brought home to them, are not interested at 
all. As of last summer, Doctor Hayden * stated 
that there were eighty-four otologists in Chicago 
who were sufficiently interested to contribute to 
the Chicago league every year, and they have been 
ready to codperate with every request that has 
been made of them. The local otological societies 
of Chicago and Cincinnati joined the local leagues 
in a body. A movement has been started in the 
medical schools to train young otologists along 
the lines I am discussing. Doctor Sonnenschein is 
chairman of the committee which is making con- 
tacts with these schools.*> The Federation has es- 
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tablished an invaluable contact, through Dr. Arthur 
Cramp, with the American Medical Association 
in the protection of the deafened from worthless 
hearing aids, and quack remedies and procedures 
in general. As I have stated, a few outstanding 
otologists, in very many respects, have been and 
still are the guiding spirit in many of the policies 
of the American Federation, and often act as its 
representative before public gatherings. Clinics 
have been established by leagues in some of the 
eastern cities. Surveys and studies of the large 
reservoir of material within the Chicago, New 
York, and Washington leagues have been made 
and Shambaugh® and Fowler’ have published 
their findings and conclusions. Dr. Phillips heads 
the Committee on Deafness of the New York 
State Medical Society. Dr. Newhart is chair- 
man of the Minnesota State Medical Society Com- 
mittee on Deafness Prevention and Amelioration, 
and also of a similar committee of the American 
Academy of Ophthalmology and Otolaryngology. 
Demonstrations of the group-testing of the hear- 
ing of school children, of the use of group-hearing 
aids, and of lip-reading, are given before these 
bodies. I have time only to stress the necessity 
for further sponsorship by these committees of the 
study by competent scientists leading to the stand- 
ardization of hearing aids and selective amplifica- 
tion. Verne O. Knudsen and Harvey Fletcher 
have given many valuable suggestions along these 
lines. 

This will be enough to indicate what these 
committees can accomplish, and in what ways co- 
operation on a national scale by all of you can 
supplement the work of the organizations for the 
hard-of-hearing. If more of you will do this, 
you will intensify within yourselves a spirit of 
wider service, and by your influence and by the 
assumption of a greater responsibility, you will 
engender an increased sense of cooperation and 
loyalty among the hard-of-hearing toward your 
profession. 


SOME OF THE SCIENTIFIC PHASES OF 
PROGRESSIVE DEAFNESS 


CHRONIC 


I wish to embrace this opportunity to touch 
upon a few of the scientific aspects of chronic 
progressive deafness in so far as they affect the 


League members. As Newhart has pointed out, 
otologists are sincere in their desire to save their 
patients unnecessary expense or, perhaps, they 
may have overlooked an opportunity to overcome 
the indifference of their patients in the matter of 
conserving residual hearing. Often local, systemic 
or environmental conditions are present in these 
patients, or may arise, which may tend to hasten 
the progress of their hearing loss. Many take 
large doses of aspirin, or other harmful drugs for 
colds and headaches. They, especially the younger 
members, may need a complete medical check-up 
at regular intervals. If these people see a desire 
on your part to cooperate actively with their 
organizations, I am convinced that they personally 
can be induced to continue to seek your advice 
to your mutual satisfaction long after you may 
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have once felt that nothing more could be done to 
help them. 


As I have stated, several attempts have been 
made at intervals by lay workers and individual 
otologists to bring the 1 rank and file of your pro- 
fession to a greater realization of what Doctor 
Richardson has called its “duty” and its oppor- 
tunity; if not for actual leadership, at least to 
share more actively in this great movement on 
behalf of the hard of hearing. The results have 
not been very encouraging. I am convinced that 
it is not your fault as a body, but that it has thus 
far failed because there has been no concrete plan 
nor coordinated effort to acquaint you with its 
necessity for the hard of hearing and its great 
advantage to the profession. 

A PLAN TO ENLIST COOPERATION OF 

OTOLOGISTS 


A few months ago I submitted to about sixteen 
prominent otologists in the United States a tenta- 
tive “plan” to enlist your codperation. The ma- 
jority of the replies I received as to its feasibility 
were of a very favorable nature. In general the 
“plan” included : 

A. For the Lay Organizations 

\ series of articles and talks in the leagues, ex- 
plaining, by means of charts, elementary otology 
and the field of research, the ideals and the ethics 
of the medical profession, the necessity for pre- 
vention, for a frequent check-up, for clinics at 
which the services of the should be 
remunerated ; and, above all, to show the various 
groups that the otologists, by their willingness to 
coOperate actively along specific lines, to attend 
occasional pantomimes or lip-reading contests in 
the leagues, are not only specialists in otology but, 
by trying to familiarize themselves with every 
other field of deafness, are anxious to give them 
the benefit of their advice and understanding. 
This, of course, will require tact and some self- 
sacrifice on your part. 

B. For the Otologists 


(1) To increase your own interest in the pre- 
vention, discovery * ‘and amelioration of deafness 
in children and the conservation of residual hear- 
ing in the deafened adult. (2) To make you, 
throughout the country, more Federation- and 
League-minded. (3) And thus to enable you more 
efficiently to advise and encourage the hopelessly 
hard-of-hearing. 


otologists 


I am fully aware of the demands upon the time, 
the strength and the pocketbook of the modern 
physician. As a whole, you are an idealistic and 
altruistic body of men, and to achieve, what I am 
sure is the paramount aim of every one of you—to 
fit himself that he may best serve the hard of 
hearing in all ways—I suggest: 

1. That the Otolaryngological Section of every 
state and county medical society, as well as every 


otologist, personally join the American Federa- 


t Berry 2 has stated that the hearing loss of children 
may progress to 30 per cent without an understanding, 
by busy and unanalytical parents, of what the trouble is. 
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tion of Organizations for the Hard of Hearing 
at $1 per year, as well as a local league of which 
the dues vary. By joining the Federation you will 
play a very large part in helping to reéstablish 
the organization on the firm foundation which 
the financial crisis has so seriously undermined. 
You will receive the Federation News and a local 
league bulletin. In the former, especially, there 
is much to be gleaned that will be of inestimable 
value for those who have intimate contact with 
the hard-of-hearing. Keep these on your waiting 
room table, and thus give information to many 
who do not know of the work for their benefit 


2. That you try to form a committee on deaf- 
ness prevention and amelioration in the Californi: 
Medical Association, and induce the Association 
at large to join the Federation. 

3. That you form a committee in every one of 
your local societies (county and/or city) to meee p 
in touch with the progress by lay workers alon 
the lines mentioned in this paper. Your local com- 
mittee will codperate actively with a committce 
from the local league which can be formed spe- 
cifically for round-table discussions with you at 
stated intervals on all problems, scientific and | 
which may be of mutual interest. In counties n 
which there are no leagues for the hard of hear- 
ing, it would be well for all of you, individually, 
to join the Federation. 

4. Later, when and if this general plan shall 
have been adopted in a few other states, a council 
might be formed which would be composed of 
members of your national societies. This council 
would act in an advisory capacity to your various 
local committees, make suggestions regarding their 
activities, and act as consultant in your relations 
with the Federation and the leagues—a sort of 
federation of otological advisory committees to 
the organizations of the hard-of-hearing—another 
nice, long title for somebody to shorten. 

Shall the otologists be organized first, or shall 
the matter first be presented to the leagues, as 
outlined in the paragraph having the caption, “For 
the Lay Organizations”? W ithout entering into 
a discussion of the matter, my earnest suggestion 
is that the otologists should organize first. Joi: 
the Federation and leagues, and these, I am sure. 
will be only too grateful and willing to codperat: 
in every possible way. 








IN CONCLUSION 

If the members attending this meeting will di 
cuss the general proposition which I have rough 
outlined, resolve to form active committees cot 
posed of interested members, as I have suggest« 
and will individually join the American Feder: 
tion of Organizations for the Hard of Hearii 
at this time, and local leagues later, such actio! 
will constitute an outstanding example for oth 
otologists of the country to follow, and the batt! 
for the hard-of-hearing will soon be won, | leay: 
the matter in your hands, and will personalls 
contact your committee with the [ederation, 
desired. 


Hooper Foundation for Medical Research, 
Parnassus Avenue. 
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DISCUSSION 


Harotp A. Friercuer, M.D. (490 Post Street, San 
Francisco).—This paper, coming from a non-medical 
man, who one of the deafened, is himself interested in 
investigating the causes, cure and prevention of deaf- 
ness, and one who, with a thorough understanding of 
both the scientific side of deafness as well as the side 
of the deafened, knows probably almost as much about 
deafness as most otologists, is particularly good to 
have as a just and fair criticism of our specialty, to- 
gether with suggestions, worked out for a better rela- 


tionship and codperation between the ear specialists 
and the deafened patient. 


The frank criticisms of the otologists which Mr. 
Coleman has made are offered in the friendliest man- 
ner by a friend of the otologists. The criticisms, too, 
are quite merited; and we can each of us look back 
on many cases when, realizing that we could do very 
little further or perhaps nothing at all, we have 
dropped the patients with a few futile words of advice. 
What a great percentage of us as otologists, through 
sheer lack of understanding and sympathy, or through 
pressure of practice and work, have helped to turn 
aside this large group of from fifteen million to twenty 
million patients here in the United States, and allowed 
them to drift into the hands of quacks and fakes. 
How fortunate for us, then, that through very little 
help of our own, the various leagues and the Ameri- 
can Federation of Organizations for the Hard-of- 
Hearing have been formed on a basis entirely friendly 
to us, rather than on a basis of enmity and suspicion. 
How fortunate we are that, on the other hand, an- 
other large and powerful cult, with interests opposed 
to the medical profession, has not been formed. 

It is my earnest hope that the suggestions made by 
Mr. Coleman will fall on receptive ears, and that his 
constructive plan will be carried out by the members 
of this section of the State Medical Society. 


Francis L. Rocers, M.D. (219 East Tenth Street, 
Long Beach).—It is heartening to hear this question 
so ably discussed by Mr. Coleman, who understands, 
in a remarkable degree, this subject, and also the 
otologists” point of view, and who speaks our lan- 
guage. He has mentioned some of our shortcomings, 
and it is well that we consider them with open minds. 


The new era in medicine into which the otologist 
must enter rests on the soundest principles, and offers 
an ever-widening field of public health education. 
Physicians have been tongue-tied too long, and we and 
the public have suffered thereby. If we do not inform 
the people in matters of health, the self-seeking quack 
will offer them a substitute, and they will follow him, 
to their ruin and our discredit. 


Not so many years ago one of our otologists was 
asked the question, “What do you do with your in- 
curably deafened patients?” He replied, “I send them 
to my enemies.” Is not this about what has been 
happening to many of these unfortunates? Is our task 
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finished when a diagnosis is made and medical treat- 
ment no longer avails? Should that be our final word 
to the incurably deafened today? Certainly, both of 
these questions should be answered in the negative. 

These cases require mental, social, and economic 
rehabilitation. A program of intelligent guidance by 
a skilled otologist is invaluable, I believe, to these 
patients in readjusting and reconstructing their shat- 
tered hopes and broken lives. Probably 90 per cent of 
our ten million hard-of-hearing, regardless of age, can 
be aided by lip-reading. School children with normal 
vision become good lip-readers in six months. Older 
persons require more time to master the art of “hear- 
ing with their eyes.” 

All schools, from the third grade up to and including 
high school, and schools for adult education, should 
provide adequate classes for the hard-of-hearing. 
Deafened teachers, specially trained’ in lip-reading, 
make excellent teachers for the higher grades and 
adults. There are now available many such teachers 
whose qualifications are superior. During the World 
War, our Government established a rehabilitation serv- 
ice for disabled soldiers, including those afflicted with 
a loss of hearing. This was later extended, under 
State auspices, to disabled citizens generally, the Gov- 
ernment sharing equally with the State in the cost 
of the service. This includes financing and reéduca- 
tion of the deafened. Most of these unfortunates re- 
quire extensive changes in their social and economic 
life. 

This public service co6perates well with the lip- 
reading schools, the hard-of-hearing leagues, and the 
otologists. 

Another very important work for the deafened is 
that which is being performed by organized groups 
of the hard-of-hearing themselves. There are now 
more than two hundred leagues for the hard-of-hear- 
ing in the United States, with a total membership of 
many thousands. California has the honor of having 
the largest number of leagues of any one state of the 
Union. 

A majority of the leagues are members of the 
American Federation of Organizations for the hard- 
of-hearing. These leagues and the Federation have 
had the active assistance of some of our ablest otolo- 
gists. They need the codperation of every one of us, 
and their leaders have appealed for a more active par- 
ticipation upon our part in a program both of preven- 
tion and rehabilitation of the deafened. 

I believe that we should now join the Federation 
and familiarize ourselves with all their league activi- 
ties. 


The audiometer marks a new departure in otologic 


practice. It is now possible to measure with it and 
chart at one time, with a reasonable degree of accu- 
racy, the hearing of twenty-five to forty persons of 
understanding age. Many minor defects of hearing 
otherwise difficult of detection are, by this means, 
found. Those showing defects of hearing may then 
receive an individual audiometric check-up before 
being referred to the family otologist for treatment. 
The value of regular audiometric examinations, once 
or oftener each school year, is now being recognized 
by our educators, school executives, and boards of 
education as a socially and economically sound policy. 
Thousands of children are repeating their grades an- 
nually because they cannot hear. The child’s time and 
millions of dollars of the taxayers’ money are thus 
being wasted. It is estimated that in Los Angeles 
County alone, this annual loss is approximately twenty- 
five million dollars, and in the State more than three 
times that amount. Many school systems have already 
installed the 4A Audiometer, and a few have placed 
its use in charge of a specially trained physician. 
These examinations should be made as compulsory 
as school attendance. 

The advent of the audiometer has stimulated the 
profession of audiometric engineering to added re- 
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search, the result being a number of very excellent 
electrically energized hearing devices. The next step 
for otologists is better audiometric examinations. 
Two generations ago the science of ophthalmology 
made possible examinations of the human eye by 
means of refraction. The manufacturing optician 
quickly brought his skill to our aid, and the result 
was a revolution in the mechanical correction of many 
otherwise hopeless refractive errors. Then came the 
optometrist with his short-cut methods of refraction, 
and the widely commercialized dispensing of glasses. 
Today we otologists are facing a like situation in 
the possible development of a new non-medical cult 
which may adopt the title of “Audiometrists.” We 
greatly need a better standardization of hearing de- 
fects which may be aided by mechanical means. If we 
stand unitedly behind the leagues for the hard-of- 
hearing and other agencies mentioned, they will be 
our allies in carrying to the public lessons in pre- 
vention and cure of deafness. We may yet offer the 
deafened themselves valuable assistance which we 
have not generally attempted heretofore. It seems to 
me that the time is here when the otologists should 
take some definite codperative action to promote a 
closer relation with the leagues for the hard-of-hear- 
ing, the American Federation of Organizations for 
the Hard-of-Hearing, and other agencies I have men- 
tioned, and offer leadership in a crusade to the end 
that preventable deafness may be banished from this 


earth. 
® 


Isaac H. Jones, M. D. (1930 Wilshire Boulevard, 
Los Angeles).—There is only one consideration that 
is of the slightest importance—the best interest of 
the patient. Now fortunately for the patient, the 
leagues for the hard-of-hearing, the teacher of lip- 
reading, the distributor of artificial aids for hearing, 
and the otolaryngologist, all have a common purpose 
and a common usefulness in meeting the needs of the 
deafened individual. Mr. Coleman’s paper emphasized 
the immediate need of mutual understanding, and co- 
operation of these four groups that are trying to aid 
the deafened. 

As to hearing aids, there is an untold number of 
fakes and charlatans. But the deafened individual 
should know that we are grateful to the splendid 
organizations who have done such sincere and scien- 
tific work in the development of aids to hearing, which 
are now so dependable and helpful that we should pre- 
scribe them to a large proportion of the deafened indi- 
viduals who come to us. For every one patient who 
now uses a hearing aid, there are fifty more who 
should have them. 

In certain instances we can prevent deafness if the 
patient comes to us soon enough. In some cases we 
can arrest the progress of deafness by treatment or 
surgical interference. Those, however, who have a 
chronic deafness and whose auditory area is suffi- 
ciently large to tolerate amplification, will receive our 
best service if we make a careful diagnosis by pre- 
cision measurements, and then prescribe the particular 
hearing aid that would best meet the needs of the 
individual patient. 

Unfortunately, so few of us, though equipped to 
diagnose, are not able to make precise measurements. 
With the best intent in the world, certain hearing-aid 
agencies are now arranging for a “technician” to make 
the “diagnosis of deafness.” This, we know, they can- 
not do. Very soon, however, the public will go to the 
hearing-aid agencies for diagnosis. Under these cir- 
cumstances it is clear that instead of having a closer 
interest in these problems the otolaryngologist will 
drop out of the picture. 

Mr. Coleman’s desire to have all of us codperate 
with the leagues for the hard-of-hearing will be diffi- 
cult to accomplish if patients do not come to the 
otolaryngologists with their problems. Even at the 
present time, it is only too true that the patient looks 
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to us, simply to find out if we can “restore the 
hearing.” 

What, then, is best for the patient? Surely the 
answer is a precise diagnosis made by the otolaryn- 
gologist. With a thorough knowledge of the need of 
the individual, he may then prescribe medical or surgi- 
cal treatment; or may advise the patient not to have 
such treatment. If the patient is seriously handi- 
capped, he will urge the patient to join the League for 
the Hard-of-Hearing and to take lessons in lip-reading: 
and if the “auditory area” is sufficiently large, he will 
prescribe that hearing aid which is best fitted for the 
individual need of his patient. 


& 


Mr. Coreman (Closing).—I am very grateful for 
the cordial reception of my paper, and I am especially 
appreciative that my friendly criticisms have been 
taken in the spirit in which they were made. 

I am glad that the question of the “audiometrists” 
has been raised in connection with the organized hard- 
of-hearing. Doctor Jones’ remarks are very timely. 
He fears that the public may go to the hearing-aid 
agencies for a diagnosis which would be based upon 
hearing measurements alone. He believes that your 
cooperation with the organizations for the hard-of- 
hearing will be difficult to accomplish if patients do 
not go to the otolaryngologists with their problems. 
All of this is, of course, a possibility. The medical 
profession always has had difficulty in reaching the 
ear of the layman in any way which is ethical. I have 
shown you how this can be obviated, in the case of 
your specialty, as regards the hard-of-hearing; that is, 
by personal round-table discussions of committees 
from both groups of subjects, both scientific and lay, 
of mutual interest. Explain to the leagues the medical 
point of view concerning the criteria for accurate diag- 
nosis, and through their local and national journals 
you will reach a large number of the very persons who 
are most in need of your advice. 


CONTUSED INJURIES OF PERIPHERAL 
NERVES—-THE VALUE OF EARLY 
SURGICAL TREATMENT * 


By Howarp A. Browy, M. D. 
San Francisco 


Discussion by Homer D. Dudley, M. D., Seattle, Wash- 
ington; Howard C. Naffziger, M. D., San Francisco; E. W’. 
Rockey, M.D., Portland, Oregon; Carl W. Rand, M.D., 
Los Angeles. 


ERTAIN difficulties arise in deciding upon 
the proper treatment of injuries to peripheral 
nerves when the evidence indicates that the nerve 
has not been actually divided. Such conditions as 
partial paralysis of the muscles supplied by the 
nerve in question, an incomplete sensory loss, or 
the absence of any laceration, make one hopeful 
that recovery will occur spontaneously; and in 
some instances this does happen. On the other 
hand, a long period of time may be required be- 
fore any evidence of recovery is seen, or earl) 
improvement may become arrested and the con- 
dition subsequently require operation. As a result 
of such a delay, we encounter atrophy of muscles, 
stiffness of joints, and trophic changes, which in- 
crease the disability and further delay the return 
* From the department of surgery, division of neuro- 

surgery, University of California Medical School. 
* Read before the Industrial Medicine and Surgery Sec- 


tion of the California Medical Association at the sixty 
third annual session, Riverside, April 30 to May 3, 1934 
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of function. It is well known that, in the treat- 
ment of injuries to the peripheral nerves, the 
longer the interval between trauma and beginning 
regeneration, the less satisfactory is the final out- 
come. This was well demonstrated in the treat- 
ment of injuries to peripheral nerves during the 
recerit war, when long delay in surgical treatment 
resulted in much less restoration of function than 
in those cases in which operation was performed 
soon after injury. 


SCOPE OF THIS DISCUSSION 


In this discussion, we are considering only cases 
of contusion of the nerves, with a physiological 
disturbance of function, but without loss of ana- 
tomical continuity. Such injuries may result from 
a variety of sources, such as fractures, pressure 
from a cast, tourniquets, direct trauma over the 
course of the nerve, and other causes, as indicated 
in Table 1. The initial injury produces a con- 
tusion of the nerve and the adjacent .soft parts, 
which may result in an immediate loss of function 
in the nerve, either partial or complete. As heal- 
ing takes place, with the formation of scar tissue 
in and about the nerve, the result may be either 
an increased loss of function or a continuation of 
that already present. 


In the case of F. D. (No. 15), a male, aged 
forty years, we find an example of direct trauma 
over the trunk of the radial nerve, with immedi- 
ate complete loss of function. 


On August 6, 1930, this patient received a severe 
bruise over the outer aspect of the upper portion of 
the left arm. There was no fracture or laceration, but 
the arm was swollen and discolored as a result of 
hemorrhage beneath the fascial planes. Immediately 
after the injury the patient noted that he was unable 
to raise his wrist or extend his fingers. Examination 
revealed a complete paralysis of the radial nerve with 
sensory loss over the radial distribution. There was 
no improvement, and some three weeks after injury, 
the radial nerve was exposed in the upper arm and 
was found to be surrounded by considerable dense scar 
tissue. The nerve itself contained intrinsic scar, which 
was dissected free gradually after repeated injections 
of the nerve with Ringer’s solution. The actual nerve 
elements remaining in this case were decreased greatly 
in volume. It was four months before the first sign 
of restoration appeared, demonstrated by slight func- 
tion of the extensor carpi radialis and suppinator 
longus muscles. Continuous improvement followed, 
and eight months after operation the patient had re- 
gained very good function of all muscle groups. 


Another type of trauma was responsible for the 
nerve injury in the case of C. H. (No. 1), a male, 
aged thirty years, who fractured his lumbar spine 
on January 18, 1929. 


He was placed in a body cast which came up snugly 
in the axilla on either side, causing him to hunch his 


shoulders. About six weeks later he noticed some 
discomfort in the region of the right deltoid muscle, 
with increasing numbness over the distribution of the 
circumflex nerve. At the same time he noted difficulty 
In raising the arm, and this weakness and sensory loss 
gradually became more pronounced. On examination 
on June 1, 1929, a complete paralysis of the deltoid 
muscle was present with associated sensory loss over 
the distribution of the circumflex nerve. Operation 
was performed on June 5, 1929, at which time the 
circumflex nerve was exposed in the axilla, and was 
found to be surrounded by moderately dense ad- 
hesions. Neurolysis of the nerve trunk was performed 
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TABLE ree a Trauma Found 


Trauma 
Pressure from cast 
Contusion of nerve, without laceration 
Splinting or bandaging... , 
Fracture of a bone near a nerve 
Pressure from tourniquet 
Manipulation of — 
Diathermy burn... 


over the involved area. On July 21, 1929 (the first 
record available after operation), the patient exhibited 
slight motor power in the deltoid muscle, but had 
little sensory improvement. Progress thereafter was 
steady, and by May, 1930, eleven months after oper- 
ation, power had returned completely, and the only 
residual symptom was a very slight paresthesia on 
exertion. 


In other instances the initial trauma may pro- 
duce a partial loss of function, with increasing 
damage from the subsequent formation of scar 
tissue. 

The case of A. P. (No. 21), a male, aged thirty- 
three years, illustrates this type of trauma. In April, 
1932, a tractor ran over the upper portion of the pa- 
tient’s left arm. There was great swelling of the upper 
arm, particularly in the region just above the elbow. 
Marked numbness of the hand persisted for some 
days, but the portion supplied by the ulnar nerve soon 
regained normal function. Weakness and sensory loss 
over the median distribution, however, persisted, show- 
ing slight improvement for a few weeks, followed 
by gradual additional impairment. Examination three 
months after injury revealed considerable atrophy of 
the forearm and muscles of the hand supplied by the 
median nerve, with sensory decrease over the cor- 
responding distribution. Because of the increase of 
symptoms, operation was performed on November 7, 
1932. The median nerve was exposed just above the 
elbow, where much scar tissue was encountered im- 
mediately beneath the superficial fascia. The nerve 
itself was surrounded by considerable scar tissue and 
there was definite intraneural fibrosis. Neurolysis of 
the nerve was done. The following day the patient 
noted definite improvement in sensation. Eight months 
after operation the patient had regained 85 per cent 
of normal function and improvement was continuing. 


In the ulnar region this progressive loss is seen 
frequently, and often it is gradual but continuous. 
We find an example of this in the following case. 

G. S. (No. 29), a male, aged sixty-two years, in- 
jured his left elbow on May 31, 1929. There was no 
fracture, merely a contusion about the elbow, and over 
the course of the ulnar nerve. Subsequent to this, 
upon resuming his work, he noted slight numbness in 
the ulnar portion of his hand, and somewhat later, 
weakness and atrophy, with the entire process con- 
tinuously growing worse. When he was seen first, 
some nine months after injury, there was evidence of 


TABLE 2.—First Recorded Improvement in Function 
After Operation 





No. of 


Time Patients Per Cent 





One to ten days ............ 
One month 

Two months 

Three months .................... 
Pour MoOntHe .................... 
No early report . 
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Type of Trauma 


Pressure, body cast 


Direct at elbow; 


fracture. 


Direct, shoulder. 


Open reduction radius 
at wrist flexion 


Direct at elbow, flex- 
ion bandage 
chest. 


across | 


| Supracondylar 
ture, humerus, 


7 frac- 


| Colles’s fracture ma- 
nipulation and splint. 

| Fracture, 
of fibula 


upper 
cast. 


part | 


Fracture upper third 
of ulna. 


Direct, dorsal surface, 
forearm. 


Fracture humerus. 


Tourniquet above el- 
bow. 

Fracture humerus ma- 
nipulation and cast. 
Fracture head of 

dius; operative 
moval and cast. 


ra- | 
re- 
Direct, 


upper arm 


TABLE 3.—Summary of Cases 


Nerve Affected 
Degree of 
Involvement 


and 


Axillary, 


i complete, 
tionary. 


Sta- 


Ulnar, about 90 per cent 
progressive. 


loss 


Axillary, 
tionary. 


complete 


Median, complete station- | 


ary. 


Ulnar; 
ment; 


marked involve- 
progressive. 


| Ulnar; complete station- 


ary. 


Median; incomplete pro- | 


gressive. 
Common 

complete; 

tionary. 


peroneal; 


marked; sta- 


Median; 
Stationary. 


Radial; complete station- 
ary. 

Radial; 
marked; 


incomplete 
stationary. 

Median, ulnar; incom- 
plete; stationary 


ary 


tadial; complete station- | 


ary. 


tadial; complete station- 
ary. 





Direct, upper arm. 


Supracondylar frac- 
ture; manipulation |} 
of elbow. 


Direct, head of fibula. 


Direct, upper arm 


Pressure, aeroplane 
splint. 


arm. 


Direct, upper 


Reduction dislocation 
of shoulder;  ban- 
daged in flexion 
across chest. 


ecture tibia and 
fibula with cast. 


Radial; complete station- 
ary. 


Ulnar; complete station- 
ary. 


Common peroneal; com- 
plete stationary. 


Radial; complete station- | 


ary 


Median and ulnar com- 


plete; stationa 


| Median; about 75 per cent 


loss; progressive. 
Median and _ ulnar; 
complete stationary. 


Common peroneal 
plete; stationary. 





over head of 


; | 
Fracture humerus} 


open 


reduction and 
plate. | 


| 
- - — | 
Tight bandage of arm | 
in flexion across} 
chest for injury to 
shoulder. 


Common peroneal; 
plete; stationary. 


Radial; complete station- 
ary. 


Ulnar; incomplete 
marked; stationary. 


sta- | 


in- | 


90 per cent loss; | 


tadial; complete station- 


. | 
in- | 


com- | 





Interval 
Trauma to 
Operation 


5 months 


) 


2 months 


7 months 
6 weeks 


8 months 


months 


2 months 


11 months 


21% 


months 


months | 


months 


months 


months | 


First 
Recorded 
Improvement 
P. O. 


weeks 
motor 


2 


3 weeks 
sensory 


1 day 
sensory 


7 weeks 
sensory 


5 days 
motor and 
sensory 


3 days 
sensory 


3 weeks 
marked 
6 days 
motor 


4 days 
motor 

2 days 
motor 

4 days 

sensory 


2 weeks 
motor 


No early 
record 


| Ten 
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Ultimate Recorded 
Improvement, P. O 


Eleven months; 100 
cent except for 
paresthesia. 


slig 


Four months; sensat 
normal, power g¢ 
atrophy gone. 

days; slight 

return; unable 
low further. 


motor 
to f 


Fourteen months; con 
plete recovery exc: 
slight paresthesia 
thumb. 


Five months; great i: 
provement motor ar 
sensory; unable to f 
low further. 


Eleven months; 
plete return. 


Six months; 90 per cent 
return. 

Twelve months; com 
plete return except 
slight weakness exten 
sor of great toe. 

Twelve months; 100 per 
cent. 

Three months; 100 per 
cent. 


Six months; excellent 
return. 


Five weeks; almost com- 
plete return. 

Sixteen months; 100 per 
cent. 





months 


5 weeks 


11 months 


No early 
record 


4 months 
motor 


3 days 
motor 

10 weeks 
motor 


| Sixteen 


Six months; 100 per cent 
except slight weaknes 
extensor of thumb. 

Eight months; good fun 
tion and power; wa 
still improving. 

Two months; almost 
complete return. 

months; 90 

cent return. 





9 weeks 


weeks 


months 


1 day 
motor 


1 month 
motor 


| Bight 


Five months; 

mately 75 per cent 
return; improvement 
continuing. 


approxi- 


months; almost 


complete return. 





9 days 
motor 


| Eleven 


months; 50 


cent return. 





7 months 


8 months 


3 months 


6 months 


4 months 


$3 months 





2 days 
sensory 
2 days 


sensory 


1 day 
motor and 
sensory 


1 day 
motor and 
sensory 


2 days 
sensory 


5 days 
motorand 
sensory 


| Two 


Five months; 85 
cent return. 


per 


weeks, continu 
motor and sensory im- 
provement; no furthe! 
follow-up available. 

One 100 


year; per cent 


No further record could 
be obtained. 


Three months; continu 
motor and sensory im 
provement; unable 
follow further. 


No further record. 
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TABLE 3.—Summary of Cases (continued) 


Nerve Affected 
Degree of 
Involvement 


Fracture, elbow flex- | Ulnar; 90 per cent 
ion splint. progressive. 


and 


Type of Trauma 


Injury to shoulder; 
flexion bandage of 
arm over chest. 


ary. 


| Direct to elbow. 


Ulnar; 75 per 
progressive 


cent 


| Fracture, elbow; arm 
strapped across 
chest. 


progressive 


| : 7 , 
| Diathermy burn over 


head of fibula. plete; stationary. 


| Fracture, humerus 
With cast. 


ary. 


Refracture humerus. 


ary. 


Tourniquet above 
bow. 


| 


complete motor 





* Cases 32 and 33 


paresis of the ulnar nerve, amounting to 75 per cent, 
and the loss of function was increasing steadily. Oper- 
ation on February 26, 1930, revealed a thickened and 
scarred nerve on which a neurolysis was done. The 
nerve was moved forward. Five days later definite 
improvement in both power and sensation was re- 
ported. Progress thereafter was continuous, and in 
nine months’ time the restoration was almost complete. 


PHYSIOLOGIC INTERRUPTIONS 
SEVERANCE 


AND ANATOMIC 


The question may arise as to how one can 
differentiate between physiologic interruptions and 
anatomic severance. In the majority of cases the 
history and type of injury are sufficient to make 
the differentiation easy, but if the nerve lesion is 
complete some question occasionally may arise. 
No satisfactory test has been devised as yet to 
determine accurately, from external examination 
alone, whether one is dealing with an anatomic or 
a physiologic block. Injuries associated with frac- 
tures will, on occasion, present this problem, and 
operation will be necessary before the answer can 
be obtained. 

This situation was encountered in association 
with a supracondylar fracture in a child, who had 
immediate complete loss of ulnar function. 

D. M: (No. 6), male, aged eleven years, received a 
supracondylar fracture of the right humerus in Octo- 
ber, 1932. Immediately afterward there was anesthesia 
over the distribution of the ulnar nerve in the hand, 
and he could not flex his ring and little fingers. The 


arm was placed in a position of flexion for three or 
tour weeks. The anesthesia and weakness of the hand 


persisted. Examination three months after the injury 
revealed a complete ulnar paralysis with marked atro- 
Phy of the hand and forearm, as well as considerable 


contracture and stiffening of the ring and small fingers. 


\t operation the ulnar nerve was exposed, but there 
Was no evidence that the nerve had been divided ana- 


loss | 


Ulnar; complete station- 4 months 
loss 
Ulnar; 90 per cent loss 


Common peroneal com- 
Radial; complete station- 
tadial; complete station- 


el- | Median, radial and ulnar; | 
loss; 


slight sensory decrease 


are the same patient, who had a repetition of injury 


First 
Interval Recorded 
Trauma to | Improvement 
Operation P. O. 


Ultimate Recorded 
Improvement, P. O. 


5 months 5 days 


sensory 


Fourteen months; almost 
complete return 


further record. 


days No 
sensory 


9 months 


Nine months; 
return. 


o> days 
motor and 
sensory 
8 months days 
sensory 


Two weeks; 
sensory 
ther 


gain 


record. 


5 months day 
motor and 
sensory 50 


and 


ment; 


Continued motor 

improve 

per cent motor re 

turn in four months 
Continued 

sensory ga 

ture nine d 


sensory 


days 
complete 
sensory 
return 


6 weeks and 


Two month 
turn, alt 
motor ret 


per cent. 


7 days 
motor and 
sensory 


day 
motor 


6 weeks Four months: pow 


ensation 100 per 


and two operations. 


tomically. Adhesions were found about the nerve, 
binding it tightly in the groove at the elbow, and the 
nerve itself showed considerable intrinsic scar tissue 
Following the neurolysis, the nerve was transposed 
anteriorly. Three days later there was definite tingling 
over the ulnar portion of the hand, as contrasted with 
complete anesthesia before. Continuous improvement 
resulted thereafter, and a complete restoration of func- 
tion was achieved eleven months after operation 


TREATMENT 


The treatment advocated by the majority of 
surgeons for nerve injuries of the type considered 
here has been that of continued observation. Such 
a scheme includes proper support of the involved 
muscles, together with passive exercise, massage 
or electrical stimulation, from four to six months, 
with careful examination at intervals to determine 
whether or not any signs of recovery have ap- 
peared. If at the end of this time no sign of im- 
provement has been found, exploration of the 
nerve is advocated in an attempt to restore its 
function. 

The wisdom of such treatment is not substan- 
tiated by the facts at hand. It is important to 
consider the changes that occur in the affected 
parts during the period in which nerve function 
is absent. Varying degrees of degeneration occur 
in the nerve fibers peripheral to the injury, de- 
pending on the amount of damage to the nerve. 
The same alteration occurs in the extremities that 
is found associated with the anatomical sever- 
ance of a peripheral nerve. The involved muscles 
become atrophic, trophic changes occur in the 
anesthetic areas, and stiffness of the joints and 
vasomotor changes appear. All of these changes 
frequently are marked within a few weeks-after 
the injury, and in some cases present a serious 
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obstacle to the restoration of useful function in 
spite of a later return of nerve impulses. 

A striking example of this, one which stimu- 
lated us in this survey, was seen in the nerve inju- 
ries resulting from the use of a tourniquet. This 
was in no way comparable to a Volkman’s paraly- 

is, but represented a localized contusion of the 
nerve trunk. 

B. H. (No. 34), a female, aged twenty-five years, 
had a small abscess on the outer side of the left hand 
opened on September 29, 1932. During this procedure 
a tourniquet was applied just above the elbow for a 
period of thirty minutes. When the patient awakened 
from the anesthetic, there was a complete paralysis 
of the forearm and hand, below the point at which 
the tourniquet had been applied. Very little sensory 
involvement was noted over the entire area. Consider- 
able doubt existed as to whether or not the condition 
was functional, and for this reason the patient was 
given gas to determine whether any movement was 
possible during the stage of excitement. No move- 
ment was obtained in the involved extremity, which 
ruled out a functional disturbance. Atrophy soon ap- 
peared, and marked stiffness of the joints of the fingers 
followed, in spite of daily physiotherapy. Because of 
the rapid atrophy and stiffness, the nerves at the point 
of application of the tourniquet were exposed six 
weeks after injury. The median, ulnar, and radial 
nerves showed definite intrinsic scar over a distance 
of from 2 to 3 centimeters. A neurolysis of all three 
nerves was performed, and on the day after operation 
the patient noted a slight movement of the abductor 
muscle of the thumb. There was constant improve- 
ment of all of the muscles involved, though the stiff- 
ness of the joints in the fingers presented a difficult 
problem. Approximately four months after operation 
the patient had regained complete power and sensa- 
tion in the involved members, and her only disability 
was referable to the limitation of movement in the 
joints in the fingers. This is a striking illustration of 
the fact that, even after satisfactory restoration of 
nerve function, the patient may be handicapped by 
stiffness of the joints, which could have been avoided 
by earlier surgical intervention. 


COM MENT 


With such ideas in mind it seemed worth while 
to review the cases of this particular type which 
had been seen in this clinic. Thirty-four cases 
which have been operated on were found among 
the various cases of injury to peripheral nerves. 
One factor has been common to all the cases 
collected, namely, the type of pathologic change 
encountered at exploration of the nerve. An intra- 
neural scar was found between the nerve bundles 
sufficient to abolish or hinder nerve impulses. 
\lso scar tissue of varying degrees of density was 
found in the tissues about the nerve, which in 
some cases provided an additional constricting 
effect. The object of operation was the removal 
of these constrictions, with the replacement of the 
nerve in a bed as free as possible from constric- 
tion and scar tissue. The technical procedure was 
very similar in all cases. The nerve was dissected 
carefully from surrounding scar tissue, using 
sharp dissection in so far as possible. Neurolysis 
then was done by injecting the nerve with Ringer’s 
solution, both above and below the scar, and dis- 
secting away the thickened sheath. The intrinsic 
scar tissue between the nerve bundles also was 
freed by repeated ballooning of the nerve with 
Ringer's ‘solution, and careful dissection of the 


fibrous bands was accomplished by repeated care- 








ful incisions parallel to the nerve fibers. In this 
type of injury it would be exceptional to find 
the nerve damaged severely enough to requ 
section and resuture, and in our series ot ises 
this necessity did not arise. Wherever possib] 
the nerve was transposed to a new peeeon, away 
from the area of trauma and scar. This wa ne 
most frequently in cases of injury to th 
nerve at the elbow, and is illustrated by t 
lowing case. 

P. R. (No. 17), male, aged thirty-nine years, sus- 
tained a supracondylar fracture in Novembe 
and considerable limitation of motion in the 
resulted. In August, 1931, a manipulation 
elbow was done under general anesthesia, and fol- 
lowing this the patient noted numbness of the ulnar 
distribution of the hand and weakness of the m 
of the hand. Two months later, at the time 
examination, the paralysis of the ulnar nerve was 
still complete, and there had been no eviden f 
improvement. At operation on October 20, 1931, the 
ulnar nerve was found to be bound down over 
tance of about 10 centimeters at the region 
elbow. The nerve itself showed intraneural scar : 
after neurolysis, still appeared to be in poor condition 
and atrophic. In order to avoid further trauma, it was 
transposed anterior to the internal condyle. A bed 
was made in the pronator radii teres muscle, and t 
nerve was placed in this new location without angu- 
lation or constriction. After ten weeks some sligh 
function was noted in the flexor carpi ulnaris and tl 
flexor digitorum profundus muscles supplied by 
ulnar nerve. The progress was slow but continuous 
thereafter, and sixteen months after operation ex 
nation revealed a return in function of approximat 
90 per cent. 

Evidence of returning function, either m 
or sensory, was noted in from one day to a jew 
weeks after operation in a majority of our cases 
(Table 2). This was true in many instances 
which there had been complete motor and sen 
sory paralysis existing several months prior to 
operation. 

This early return is well illustrated in the cas 
A. F. (No. 23), male, aged thirty-two years, wh 
ceived a compound fracture of the left tibia and fibula 
on December 9, 1923. This was treated in a Thomas 
splint for two weeks, and then was placed in 


which was removed in six weeks’ time. A foot 
Was present when the cast was taken off, and n 
provement followed during the next six weeks. x 


amination revealed a complete foot-drop with se 
loss over the distribution of the external pop 
nerve. At operation on March 20, 1924, the nerve 1 
exposed in the region of the head of the fibula 
was found to be tied down by scar tissue and 
mately associated with the callus of the fracture. 
nerve was freed and neurolysis was performed thr: 
out the damaged area. The following day the 
thesia was completely gone, and the patient was 
to move his toes upward slightly. Gradual, c 
ous improvement occurred thereafter, and power 
approximately normal in a year’s time. 


This factor of rapid improvement after 
ation, even though it has been preceded by 
longed loss of function, is demonstrated 
more strikingly in the case of H. H. (No. 3 
a male, aged twenty-one years. 

This patient sustained a fracture of the femu: 
June 18, 1932, and was treated in a Thomas s 
for two months, and subsequently was in a cast 
a month. Later some diathermy was given t 
patient, and a burn was sustained over the head ot 
fibula with considerable scar formation. Soon at! 
the patient noticed some difficulty in holding up 
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foot, and the weakness became complete during the 
next few days. He was examined about five months 
later, and at that time there was a complete paralysis 
of the muscles supplied by the external popliteal nerve, 
with corresponding sensory loss. Neurolysis was per- 
formed on February 10, 1933; a moderate amount of 
scar tissue was found in the subcutaneous tissues 
about the nerve, with definite intrinsic scars between 
the nerve bundles. Upon awakening from the anes- 
thetic the patient noted definite improvement in sensa- 
tion, and the following day some restoration of move- 
ment in the toes was present. Dorsiflexion of the 
foot appeared on the same day, and improvement 
thereafter was continuous. By August, 1933, motor 
power had returned to about 50 per cent of normal 
function. 

Operative treatment of this type seldom necessi- 
tates hospitalization for more than a few days or 
a week, and does not require a long period of 
immobilization of the extremity involved. The 
risk of such a procedure is negligible, and the 
discomfort to the patient is slight and transient. 
The average patient returns to any physical ca- 
pacity which he had before operation within ap- 
proximately two weeks after operation. In all 
cases that could be followed satisfactorily, con- 
tinuous improvement resulted after operation, 
with restoration of function varying from 50 to 
100 per cent. A few of the patients, after show- 
ing early evidence of improvement, unfortunately 
could not be found, in order to complete their 
follow-up records. 


The most significant fact obtained from this 
analysis is the evidence of beginning restoration 
of function in the nerve within a relatively short 
time after operation. The prompt evidence of re- 
turning function after operation, and the con- 
tinued progress thereafter, left no doubt as to the 
responsibility of the operation in effecting this 
improvement. Considering this fact, it is apparent 
that the period of disability in such cases could 
be shortened considerably by an early operation. 
In addition, some of the permanent changes, re- 
sulting from atrophy and stiffness in the joints, 
may be avoided if improvement can be obtained 
before these conditions have become marked. We 
feel that if there is no evidence of returning func- 
tion in the nerve within one month after injury, 
or if a partial impairment is becoming more ad- 
vanced, operation is indicated, as it offers the best 
prognosis in shortening the disability and gains 
the greatest restoration of function. It has been 
argued that a few of these patients will improve 
spontaneously over a period of several months. 
This is true ; but, on the contrary, the majority will 
have prolonged periods of disability with a con- 
tinuation of atrophy and lessening of the chance 
of ultimate recovery, regardless of the results of 

luture procedures. 


A summary of the thirty-four cases studied, 
indicating the salient points reviewed in this dis- 
cussion, is found in Table 3. 


SUMMARY AND CONCLUSIONS 


1. Certain types of injuries to the peripheral 


ner 


‘ves, resulting from contusion of the nerve and 
jacent tissues, produce a physiological interrup- 
n of the nerve pathways, with loss of function. 
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2. In most cases a neurolysis is followed by an 
early and continuous return of function in the 
nerve. 


3. Early operation in such cases will shorten 
the period of disability and markedly lessen the 
permanent changes that may result from muscular 
atrophy and stiffness of the joints occurring in 
those in whom surgical treatment is neglected. 


4. If no motor or sensory evidence of improve- 
ment has occurred within one month after injury, 
or if a partial involvement is becoming more ad- 
vanced, operation is advisable. 

384 Post Street. 

DISCUSSION 


Homer D. Duprey, M.D. (Cobb Building, Seattle, 
Washington).—There are many problems related to 
the various types of peripheral nerve injuries, and this 
paper deals with one of the most interesting and at 
times most confusing. 

It is well known that contusion of a nerve may 
result in varying degrees of dysfunction, and it is for 
this reason that a diagnosis or prognosis is frequently 
difficult. Since there is no way clinically of knowing 
the degree of pathology in or about the nerve, diag- 
nosis must be somewhat speculative or determined 
by developing signs and symptoms. Undoubtedly the 
after-effects of scar tissue formation is always due to 
primary hemorrhage intra- or extraneurally, and the 
amount of hemorrhage cannot be known. It has been 
my experience that a comparison of the clinical find- 
ings of carefully made examinations at different times 
will be the best guide in diagnosis. A test of value, for 
sensation in injuries of the median and ulnar nerves, 
is firm pressure of the examiner’s fingernail over the 
flexor surface of the tip of the distal phalanges of 
the index and little fingers. One should not overlook 
the possibility of an atypical nerve distribution. 

Too often, a diagnosis is made and the patient is 
advised to “wait and see.” This practice of watchful 
expectancy and masterful inactivity has in many in- 
stances deprived the patient of the only chance for 
recovery. This same “do nothing” method has been 
too frequently employed on occasions of known nerve 
severance. 

The author emphasizes the seriousness of secondary 
trophic and atrophic disuse changes, some of which 
in delayed treatment result in a high degree of perma- 
nent partial disability. The series of cases herein 
recorded are so clearly presented and of sufficient 
number to serve as a useful guide in the proper treat- 
ment of patients with this type of nerve injury. 

The use of a pneumatic tourniquet will serve to pre- 
vent the occurrence of ischemic paralysis. The antique 
Esmarch or similar types of bandage should never be 
used. 

I heartily concur with the essayist in advocating an 
early exploratory operation in all serious nerve con- 
tusions or questionable A properly performed 
exploratory operation can do no harm and may be the 
only means of restoring function which might other- 
wise be permanently lost. 


cases. 


Howarp C. Narrzicer, M.D. (University of Califor- 
nia Medical School, San Francisco).—Following palsies 
of peripheral nerves, the degree and duration of atrophy 
of the muscles usualty determine the extent of the 
restoration of function. Such atrophy is not lessened 
by electrical stimulation, massage or other such meas- 
ures, as shown by McLeod and his co-workers. Quite 
apart from the economic loss involved in a long period 
of disability, the ultimate outcome and the degree of 
permanent disability will bear a direct relation to the 
duration of the paralysis. 2 

The cases cited by Doctor Brown give striking evi- 
dence of the rapid recovery of function following 
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properly conducted surgical treatment, as contrasted 
with the methods too frequently seen in practice. The 
risk of such surgical treatment is negligible. The early 
improvement in function is striking. Evidence of im- 
provement in 82 per cent of the patients within one 
month after operation, and of many within a few 
days, gives strong support to his contention. I believe 
that Doctor Brown’s conclusions are conservative and 
sound. Adoption of the methods of management 
which he advocates will do much not only to improve 
the results in such palsies of peripheral nerves, but 
also to promote earlier and more complete recovery. 

It is a fact that many patients with palsy of the 
peripheral nerves recover without surgical interven- 
tion. If such improvement is early, that is, within a 
matter of days or two or three weeks, and if satis- 
factory progress continues, there is, of course, no 
indication for operative treatment. If, however, the 
paralysis is stationary or deepens, or if no improve- 
ment occurs and atrophy progresses, there is good 
reason to advise surgical treatment. 

E. W. Rockey, M.D. (330 Medical Arts Building, 
Portland, Oregon).—I feel that this is a most timely 
paper, and that the early, careful exploration, with 
both intrinsic and extrinsic neurolysis, which has been 
advocated, will save not only unnecessary periods of 
temporary disability, but will lessen permanent dis- 
ability as well. Doctor Brown has vividly described 
the trophic changes which so frequently accompany 
nerve irritation. These changes are responsible for the 
poor results obtained when operative interference is 
long delayed, and has led us to believe that nerve 
irritation is often of more serious consequence to the 
patient than complete division of a nerve. 

There is another factor, doubtless implied in Doctor 
Brown’s paper but which has not received the stress 
which it deserves in the discussion of this type of 
case. This is the factor of pain. We have observed 
several cases of partial division of a nerve in which 
there was present not only a trophic change, but a 
distressing degree of pain. At times there are areas 
of hyperesthesia, where the slightest touch is painful. 
The degree of pain and hyperesthesia ranges all the 
way from mild distress to the severest types of caus- 
algia in which the situation of the patient is tragic. 
In some cases the pain resembles that seen in spinal 
cord or thalamic lesions. 


We do not know exactly why the pain and trophic 
changes appear with such frequency in cases of nerve 
injury, but there is a tendency to ascribe it to lesions 
of the sympathetic fibers traveling with the somatic 
sensory and motor fibers. It has been noted that the 
combination is most prone to appear when the injury 
involves either the median nerve in the upper ex- 
tremity, or the tibial nerve in the lower. These nerves 
are known to contain a richer supply of sympathetic 
fibers than others supplying the extremities. We do 
know, however, that if the condition is permitted to 
persist, then the end-results are destined to be un- 
satisfactory. The pain and hyperesthesia hinder the 
use of physiotherapy, and the trophic changes if long 
continued leave a degree of atrophy, stiffening of the 
joints and limitation of motion that are difficult or 
impossible to correct. 

Doctor Brown mentions transposing the ulnar nerve 
anteriorly and putting it into a muscle body. He 
makes no mention of the use of fat transplants sur- 
rounding a nerve where it has to lie in a scar tissue 
bed. I would like to have him comment on his use 
of this procedure. 


Cart W. 


23 West Sixth Street, Los 
Angeles). 


5 

d endoneurolysis are by no 
I think that it is a fairly 
experience for one to dissect out injured 
peripheral nerves, and free them from their bed of scar 
tissue. This is usually called external neurolysis, and 
in itself, in the majority of cases, will suffice to give 
considerable improvement. If the nerve is indurated 


Raxp, M.D. ( 
Neurolysis an 
means new procedures. 


conmimon 
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to any extent, the sheath is usually opened and held 
back by traction sutures. If the funiculi are found t 
closely matted, the injection of warm normal saline or 
Ringer’s solution—as has been described in Doctor 
Brown’s paper—may be used. This undoubtedly t 

to break up the finer adhesions. If the simple inje 
tion of such a fluid is not sufficient in itself to separ 
the adhesions, it is very doubtful if mechanical 
ration should be attempted, as more harm than 
may result. 

One wonders how much of the improvement is due 
to simply freeing external scar tissue, or externa 
neurolysis, and how much is due to endoneurolysis, 
One can readily understand how relief of external 
pressure on a compressed nerve may be of lastit 
benefit. It is difficult to believe that even fine 
hesions within the funiculi of the nerve would 
reform after being freed. 


It is a very difficult matter to determine the len; 
of the waiting period between the time of injury and 
operation. Doctor Brown’s shortest period was thr 
weeks; his longest period eleven months. The averag 
period would probably be somewhere in the neighbor- 
hood of three to four months. There can be littl 
question as to the advisability of interfering if no im 
provement has occurred, or if the condition is gettin 
worse after a reasonable waiting period. The ca 
which are hardest to decide are those where 
provement is occurring. This is especially so if th 
improvement is very slow. In such cases one can 
never predict what the final result will be. 

I was surprised to find what a large percentag: 
these cases present definite medico-legal aspects. I 
teen of the thirty-four cases were caused by cast 
pressure, splinting, bandaging, tourniquet, manipula- 
tion of joints or diathermy burns, amounting to 38.2 
per cent. One cannot but feel that here, as elsewhere 
in medicine, prophylaxis is the best treatment. More 
caution, however, in the application of splints, casts, 
tourniquets, manipulation of joints and diathermy treat- 
ment should be emphasized. 


Doctor Brown (Closing).—Doctor Rockey has n 
tioned the factor of pain in partial lesions of peripher 
nerves. We have encountered this on occasion, but 
most instances in which pain has been a prominent 
feature the motor loss has not been of great degree 
Relief of pain by neurolysis of the affected part of the 
nerve in some instances has been possible, but in the 
tvpe described as causalgia, the result has often | 
disappointing. 


The use of fat in the formation of a new bed 
nerves has been advocated by many surgeons. 
feel that the transplants of fat frequently are absor! 
rapidly and do not give the protection that has b: 
claimed for them. We always make an attempt 
remove the nerve from an old scarred bed into 
cent muscle or subcutaneous tissues to prevent furt! 
constriction, in so far as possible. 


TREATMENT OF TRICHOMONAS VAGINITIS*® 
By S. M. Gospe, M. D. 


San Francisco 


Discussion by H. N. Shaw, M.D., Los Angeles; H 
A. Stephenson, M.D., San Francisco. 


HE treatment of the vaginitis associated wit! 

the trichomonas vaginalis (Donne) is as vat 
as any nonspecific method of therapy can be. | 
add another type of treatment which offers noth 
ing new is inexcusable; on the other hand, ‘ 
régime which offers quick symptomatic relic! 


and a good number of cures which can be ob- 


* A report from the Woman’s Clinic, Outpatient Dep:rt- 
ment, University of California Hospital. 
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TABLE 1.—Results of the First Follow-Up 


———— —= = 


Period Positive Negative 
weeks ; wi 2 21 
weeks ‘ . f 10 
weeks 2 
weeks 
weeks 

16 weeks 

7-30 weeks 

50 weeks 


a = ————s 


tained in a simple effective manner of administra- 
tion, is worthy of consideration. 

At the University of California Hospital, 
4—carbamino phenyl arsonic acid (Carbarsone— 
Lilly),*"** had been shown to have a definite clini- 
cal value in the treatment of intestinal amebiasis. 
A clinical study was then undertaken to discover 
the effect of this protozoacide upon the trichom- 
onas vaginalis, and upon the vaginitis associated 
with it. 

MATERIALS AND METHODS 


Vaginal suppositories containing 2 per cent car- 
barsone in a cocoa butter or boroglycerin base 
were used. Suppositories were inserted into the 
vagina after retiring, a course consisting of 
nightly treatment for two weeks. One bicarbonate 
of soda douche was allowed each week. In some 
cases two or three such courses were given with- 
out signs of local or general reaction. 

Diagnoses were all made by the fresh smear 
diluted in Ringer’s solution. Smears were taken 


at each visit to the clinic, varying from every two 
weeks during the first four to six weeks, then 
after each menstrual period for several months. 
Treatment was stopped after patient showed, 
clinically and microscopically, normal findings. 


Fifty-one patients were seen at least twice; 
thirty-five of these were followed more satisfac- 
torily. The first follow-up examination showed 
that forty-one (82.4 per cent) of the fifty-one 
patients returned with normal smears and clinical 
improvement. 

These forty-one patients noted that the dis- 
charge decreased, and the tenderness in the vagi- 
nal canal either completely disappeared or was 
greatly relieved within the first week of treatment. 

The patients who returned with a positive smear 
were given a second course of treatment. Eight 
of these returned for reéxamination. Five of these 
had smears devoid of trichomonas, increasing the 
ratio of improved patients to forty-six (90.2 per 
cent). 

live patients in this series were pregnant. Of 
these, two were completely relieved and three 
showed symptomatic relief while under treatment 
With recurrences soon after the treatment was 
stopped. 

Fifty-two per cent of the patients who were 
followed closely remained free of symptoms and 
trichomonas during the entire period of observa- 
tion (from two to eight months), while 11 per 
cent were entirely unaffected by the treatment. 
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The remainder (37 per cent) had recurrences 
which responded to treatment. Some of these had 
recurrences of the vaginitis after treatment was 
suspended. 

COMMENT 


Our initial findings made us feel enthusiastic 
about the effect of the substance upon the trich- 
omonas vaginalis vaginitis, but later follow-up 
studies showed a large number of recurrences 
which, it is true, were easily amenable to further 
treatment. 

The favorable points in this method of treat- 
ment are: 

1. It is a simple, painless, stainless method. 

2. Eighty per cent of patients were relieved 
subjectively and objectively of the vaginitis after 
one course of treatment. 

3. Recurrences are easily treated by repeated 
courses of therapy. 

University of California Hospital. 


REFERENCES 


1. Leake, C. D.: Chemotherapy of Amebiasis, J. A. 
M. A., 98:195-198 (Jan. 16), 1932. 

2. Reed, A. C., Anderson, H. H., David, N. S., and 
Leake, C. D.: Carbarsone in the Treatment of Amebi- 
asis, J. A. M. A., 98:189-194 (Jan. 16), 1932. 

3. David, N., Johnstone, H., and Stanley, L. L.: 
Carbarsone Therapy in Amebiasis, Am. J. Med. Sc., 
No. 5, Vol. 184, p. 716 (Nov.), 1932. 


DISCUSSION 


H. N. Suaw, M.D. (901 Pacific Mutual Building, 
Los Angeles).—There have been numerous articles 
in the recent literature on treatment of trichomonas 
vaginitis. Many of the methods are rather comphli- 
cated, and cause an irritation more troublesome than 
the inflammation they are meant to cure. For this 
reason, Doctor Gospe’s method should be extremely 
valuable. It apparently causes no discomfort, and can 
be used by the patients at home. 

The question of recurrences is difficult, because the 
source of the original infection has not been definitely 
determined. Various theories have been advanced, the 
most probable being that the infection comes from the 
intestinal tract. If this be true, it would prove im- 
possible to prevent reinfections, which in the ordinary 
follow-up would be classed as recurrences. 

While our main object is to cure a disease, it should 
be done as economically as possible for the patient. 
The day of “pot-boiler” treatments is over. Doctor 
Gospe’s method is particularly commendable because, 
by using the suppositories at home, the patient gets 
adequate treatment at a minimum cost. 

Henry A. StrepuHenson, M. D. (490 Post Street, San 
Francisco).— The treatment of vaginitis, associated 
with trichomonas vaginalis, is a very live topic. The 
methods used in the past have not given uniformly 
satisfactory results, so that any new method should be 
welcome. We have had very little experience with the 
procedure outlined by Doctor Gospe. The results as 
reported by him seem so good that the method should 
be tried. 

In our treatment in the past, we have had best re- 
sults from using acetyl-amino-oxyphenol arsenic acid, 
as suggested by Gellhorn of St. Louis in 1933. The 
dosage is somewhat larger than that of carbarsone as 
employed by Doctor Gospe. Our success with this 
drug leads us to give our hearty approval to the use 
of some form of arsonic acid. 
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CHILD GUIDANCE AND MENTAL HYGIENE* 


By Artuur R. Time, M. D. 
Los Angeles 


Discussion by Glenn Myers, M.D., Compton; 
Kinnear Smith, M. D., Oakland; Charles Lewis 
M.D., Los Angeles. 


Sydney 
Allen, 


RUTHS have a tendency to reveal themselves 

when the time for them is ripe. Thus, accumu- 
lated knowledge and achievement made the radio 
and television almost predictable. So with the 
central idea of mental hygiene. 


THE ORIGINS 


Medically, we had reached an impasse in the 
deeper understanding of mental disease. Classifi- 
cation and description of the psychoses had at- 
tained their height of development. Kraepelin’s 
work left nothing further to be desired on that 
score. The time was there for something more 
dynamic. Light began to come from several quar- 
ters—from Breuer and Freud, from Pavlov and 
Watson, from Healy’s studies in delinquency, 
from Adolph Meyer’s integration of some of the 
above ideas into his concept of the individual as 
a psychobiological unit. Then came the formation 
of the Nz itional Committee for Mental Hygiene. 
This was established primarily for the purpose of 
bettering conditions in public and private hospi- 
tals for the insane, and humanizing still further 
the treatment of these patients. But the challenge 
of even greater needs soon widened the scope of 
interest of this committee, and the following ac- 
tivities were added: the establishment of psycho- 
pathic hospitals for study and treatment of early 
acute mental conditions and for research and 
teaching ; establishment of out-patient departments 
of state hospitals for follow-up care of paroled 
patients; revision or rewriting of laws dealing 
with the commitment of the insane; finding and 
organizing ways and means of prevention of men- 
tal disease; study and prevention of juvenile de- 
linquency, culminating in the child-guidance clinic 
idea; revitalizing the teaching of psychiatry in 
medical schools, and organizing opportunities for 
postgraduate work in “extramural” psychiatry. 
The National Committee organized and obtained 
the financing of a five-year demonstration pro- 
gram of the child-guidance clinic idea. Demon- 
stration clinics visited some of the larger cities for 
periods beginning at three months and increasing 
by demand to two years. Following these demon- 
strations, some of the communities established 
such clinics under the auspices of community 
chests, schools and universities or hospitals. 


THE PHILOSOPHY 


The nineteenth century witnessed tremendous 
advances in our knowledge of the human being, 
and his behavior in health and disease. The ad- 
vances in physiology, cerebral localization, pa- 
thology and, finally, bacteriology, linked up func- 
tion to structure ever more closely. When we saw 
the finer points of cerebral localization, the results 


* Read before the Neuropsychiatry 
fornia Medical Association at the 
session, Riverside, April 30 to May 3, 
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of a lesion in Broca’s area, the jocosity of the 


frontal lobe tumor, the fear-like excitement of the 


hyperthyroid, the grandiosity of the paretic and 
many other direct relationships between structure 
and behavior, it was not too great a strain upon 
our logic to assume that all deviations of behavior 
are due to changes in the physical organism. But 
we stood as helpless as ever before the increasing 


Ss 
Ic 


problem of mental disease. The light that cam 
from the sources mentioned above revealed that 
behavior, both normal and abnormal, rested upon 
more than just structure and its pathological 
changes ; the experiences of the individual are he- 
havior determinants of prime importance. Medi- 
cal science, including psychiatry, has a tendency to 
focus its attention upon the individual as a mecha- 
nism more or less apart from the environment 
But this new philosophy regards him as insepara- 
ble from the milieu in which he lives; he reacts 
to stimuli coming from the environment, and in 
turn reacts upon the environment, modifying it at 
certain points. The environment, in the sense used 
here, includes all experiences the individual has 
been exposed to from the moment of birth on. 

Furthermore, the concept of the totality of the 
individual is an important part of this new phi- 
losophy. He is a behaving unit; neurosis and psy- 
chosis are, in general, disturbances of his total 
behavior rather than of this or that part of his 
organism. Even the nervous system and its ally, 
the endocrine system, though they are more impor- 
tant integrating and correlating parts of the human 
machine, can be perfectly sound in their relation 
to the other organ-systems, 7. ¢., organically un- 
affected, and yet profound disturbances in the per- 
son’s behavior may be apparent. Medical science: 
has been too busy setting the machine, as such, 
in order, and has overlooked or lost sight of 
driver or engineer. 

Investigators of problems of disturbed behavior, 
whether crime, delinquency, psychosis, neurosis, 
or social inadequacy, found themselves on pathis 
invariably leading in one direction—to childhood 
It is in the early years that emotional habits and 
behavior patterns are formed, which lead to \ 
ous degrees of successful adjustment later in lif 
Here then, in childhood, is the strategic point 
attack in any preventive program. And so, 
child-guidance clinic becomes an important 
of the mental hygiene program. 

The following behavior problems are sam)! 
of what are thought to be symptoms of distur 
adjustment and indicative of possible future 
chief: tendency to seclusiveness and withdraw 
from the group; persistent lying and stealing: 
sistent running away and truancy; overdepe: 
ency on parents; unaccountable fears; vari 
habits, like nail-biting and thumb-sucking : 
sistent play for attention; marked distractibil 
and restlessness; marked stubbornness and 
ance; and many others. It must be borne in mi 
that a behavior problem: presupposes two e! 
ties—the behavior and the person to whom 11 


a problem. Sometimes the fault lies with 
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second, as, for instance, some parents are annoyed 
by and complain of thoroughly average normal 
behavior. That attitude in itself constitutes a 
problem and needs attention. 


THE METHOD 


The “child-guidance clinic’ represents an at- 

t to arrive at a comprehensive understanding 

he child who is beginning to show maladjust- 
ment. It is a group enterprise, and consists of a 
Anes approach to the problem. Although the 
a behavior unit, it is true, the facts elicited 

le seem to fall into four categories: 
(1) the social or environmental or experiential ; 
(2) the physical; (3) the intellectual and edu- 
cational; and (4) the emotional. These facts are 
gathered by four workers in their respective 
fields—the social worker, the psychologist, the 
The social his- 


pediatrician, and the psychiatrist. 
includes a complete personal, family and 
school history, and covers as many of the child’s 
experiences as are possible to obtain. Of great 
importance are the parent-child and other intra- 
amily relationships, the health history, relation- 
ships to other children, ete. The physical exami- 
nation seeks to bring out not only the presence 
rr absence of defect, but attempts to 
appraise the physical equipment with which the 
child is to face life, e. g., comparative strength, 
size, agility, coOrdination, appearance, etc. The 
psychological examination not only measures the 
child’ s intelligence, but determines the type of in- 
telligence, special aptitudes, emotional interfer- 
ences with the free functioning of intelligence, 
school achievement, etc. The psychiatric exami- 
nation is an attempt to look at the world through 
the child's eyes; here we elicit his attitudes to 
parents, siblings, schoolmates, playmates, to au- 
thority, to himself ; his fears, hopes and guilts ; his 

progress on the road to maturity. 


tory 


disease o1 


The findings are then correlated in a conference 
of the various examiners, and a treatment plan 
iormulated. It is endeavored to make this as com- 
prehensive as the examinations. Thus, physical 
defects, endocrine disorders, malnutrition, etc., are 
treated. Indicated school readjustments or grade 


placements are made. Outlets for unabsorbed 


energy and interest are obtained where possible. 


Frequently, the chief point of attack centers on 
the parent-child and family relationships. Atti- 
tudes of parents, methods of discipline, etc., often 
wed changing. Emotional fixations, for example, 
ot mother on son, may be causing mischief. Many 
her subtle, intangible factors in relationships are 
at fault and need treatment. This is where the 
well-trained psychiatric social worker is of service. 
Not only does she obtain the experiential data 
mentioned above, and thus contribute to the diag- 
sis, but she is indispensable in treatment. Her 
‘aining enables her to deal with these family rela- 
iship factors, besides being useful in effecting 

her adjustments, perhaps in the school, perhaps 
securing play or work outlets where needed, 
She is the extension of the psychiatrist into 
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the home, the school, and the community. In fact, 
the treatment indicated is usually not of the child, 
but of the situation in which he finds himself—the 
home, the school, the neighborhood, etc. Thus, 
the Clinic’s community contacts are continually 
widening, and we find ourselves in touch with the 
school, the playground, the church, the probation 
department, etc. 

3ut the preventive program of mental hygiene 
embraces more than child-guidance clinics. An 
important part is the mental hygiene consultation 
service in colleges and universities. This is an- 
other stategic point of attack. If this whole 
theory. is sound, then much good can be accom- 
plished by helping to solve the emotional problems 
of the young men and women who are to be our 
leaders, and thus freeing them for more efficient 
functioning. 

COMMENTS 

It is a far cry from the former static, descrip- 
tive psychiatric examination to the modern dy- 
namic, interpretative study. It is interesting to 
know if a patient is oriented as to time, place and 
person, and whether he has delusions, hallucina- 
tions, echolalia, euphoria, coprophilia, or what not. 
But it is more helpful to know something of 
his attitudes to himself and others, how he 
difficulties, how grown-up he is, what emotional 
“thorns in his side” he may have. It is true that 
knowledge of this type of fact may not solve the 
present problem—we still stand as helpless as ever 
before the full-blown psychosis. But facts of this 
nature may help us work out a program for him 
when he returns to the community from the state 
hospital. Knowledge of such relationships may 
enable us to alter the experiences of the child, so 
that his accumulated reaction patterns will mean 
healthy rather than unhealthy behavior. If this 
reasoning is sound, then we may say that psychi- 
atry has kept abreast of other departments of 
medicine, because it has instituted a truly pre- 
ventive program, and the greatest advances in 
medicine of the past few decades have been on 
the preventive side. 


faces 


The surface has merely been scratched. Many 
problems still stand in the way of further prog- 
The influence on behavior of the primitive 
integrating mechanism is yet to be elucidated; | 
refer to the endocrines, vegetative nervous system 
and basal gray matter—thalamus, epithalamus, and 
hypothalamus. As to the exact role these struc- 
tures play in determining behavior, we are still 
in the dark. We find pathology of these structures 
in many instances of behavior pathology, but we 
also find them normal to present methods of in- 
vestigation in just as many and more other be- 
havior disturbances. The relationship may be a 
link-in-the-chain affair, or it may be reciprocal. 
Cannon and Crile have shown, for instance, that 
emotional experience can produce actual structural 
change. 

Does this elaborate preventive program 
vent? Of course, only the future will tell. 
ation is extremely difficult. We are 
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quantities that are vital, changing and fluid—with 
life processes—immensurables and imponderables. 
Even. medical and surgical results are sometimes 
difficult to measure; behavior and adjustment far 
more so. What attempts at measurement have 
been made have been with relatively advanced 
cases like delinquents and criminals, and these 
have not been encouraging. But no one expects 
to cure these things. We don’t even know that 
relatively simple behavior problems of children 
lead to neurosis, psychosis, and crime. But we be- 
lieve that the roots of these extend into childhood, 
and providing a healthy development for the child 
should insure a healthy adjustment in later years. 
This “providing a healthy development for the 
child” is a big order, for it means control of all 
his experiences, and information of all the per- 
sons touching upon his life. Hence, the educa- 
tional part of the mental hygiene program, which 
cannot be touched upon here for reasons of time. 

\s yet, the clinical study of a behavior problem 
is an expensive and unwieldy procedure. Only 
few cases can be studied directly, and the field can 
by no means be covered. There is also a great 
shortage of trained personnel. The work of child- 
guidance clinics must be regarded largely as infor- 
mation gathering. But as knowledge based on 
experience accumulates, it seems that the time per 
case can be materially shortened. 

The mental hygiene view, that man is more than 
a machine, complex and glorified though that ma- 
chine may be, indicates a great need in medical 
education. That is a need for a more thorough 
The doctor 
human behavior, of the behavior 
of the total individual, and the causes behind it. 
As said before, setting the machine in perfect 
order does not necessarily insure perfect behavior. 
A mechanically perfect automobile, if 


grounding in psychology. needs to 


know more of 


entrusted 
to a poor driver, runs a chance of poor perform- 


ance, and even damage, in heavy traffic. A per- 
sistently poor driver can ruin any car. A good 
driver frequently gets by with a poor car. The 


point is that the doctor should know something 
of what is behind the functioning of the human 
machine. This is necessary, not only as regards 
mental disease, but even for a better understand- 
ing of physical disease. And so, an adequate type 
of medical psychology should go along with the 
teaching of physiology. This would lead not only 
to better psychiatry, but to better practice of the 
whole of medicine. 


CONCLUSION 


The mental hygiene view-point has resulted from 
the realization that human behavior has many 
determinants, not the least of which are the ex- 
periences of the individual. Control of these 
experiences can in some measure influence be- 
havior. This is true as regards both so-called 
normal behavior and its deviations. A preventive 
program has been built up, which seeks to enter 
the life of the individual as early as possible, when 
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experiences are in the making. The hope is t 
start the momentum of growth and developn 
in the direction of a healthy adjustment. 

1930 Wilshire Boulevard. 
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DISCUSSION 


GLENN Myers, M.D. (Compton Sanitarium, C 
ton).—Doctor Timme has said, “We still sta: 
helpless as ever before the full-blown psychosis 
think he does not mean exactly that, but, rather 
our prevention or control of the full-blown ps) Sis 
is far more difficult than our prevention or ¢ | 
of the lesser deviations from the normal ment 
such as the behavior deviations of childhood. We 
have made progress in both the prevention and 
trol of the psychoses. We have better underst 
ing of psychotic mechanisms than we had whe 
Kraepelinian concepts represented the height of 
attainment. With better understanding, we aré 
successful in preventing the development of the 
choses and, through “treatment interviews,” 
ing their course once they have become full-b! 

Such success as we have with the psychoses 
pends essentially upon the progress made 
understanding of the behavior patterns of child 
As has been repeatedly stated, childhood is the g 
period for the building of normal patterns and 
elimination of undesirable patterns of behavior. Meyer 
has said that the means of understanding 
make-up is not to be found through study of a cross- 
section, but a longitudinal section of the patient’s lif 
We see in our adult patients a picture of the progress 
of undesirable behavior patterns of childl« 
psychotic reactions of adult life. We largely 
stand the picture that we see, but deal with < 
that is no longer in process of development; 
finished and set. After the psychotic symptoms 
subsided, we can do much in treatment, but are 
in accomplishment by the relative inflexibility 
adult. Could we have had our adult psychotics 
they were children, we should in most instances |} 
prevented the eventual development of psychosis 


in shot 


Doctor Timme properly calls attention to 
that an individual cannot be separated from 
vironment, in a study of his adaptations and fai 
adaptations to the world. Environment moulds 
individual, and to some extent the individual his 
vironment. In a psychosis, then, we must not 
study a longitudinal section of the patient’s person 
make-up, but the external situation—longitudinal 
tions of his environmental influences. 








hac 


The child-guidance clinics have been performi 
great service. They operate on the principle that 
better to make an exhaustive study of a few childr 
than to have a smattering of information about a great 
many children. Such study at the same time entails 
treatment. They thus perform a maximum ser 
for a limited number of children, and acquire 
mum information of value in the understanding of 
persons of all ages. We should still be classifying 
psychotic patients by the Kraepelinian rules, lik« 
specimen in botany, had it not been for our bet 
understanding of mental disorder through the Freud 
concepts, and through the special studies of child: 
We no longer pay so much attention to diagnosis, 
attempt to understand the total individual in relat 
to his total environment. When that understanding 
is fairly complete, we oftentimes find that classific: 
tion of types of disorder involves consideration 
several diagnoses; perhaps without the picture fitting 
a combination of two or three, but requiring an add 
tional explanatory note. 

With the education brought through study 
greater numbers of children along the lines of 


child-guidance clinic principles, we should hope 


time appreciably to decrease the total number of ps 
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chotic adults. Certainly it is far better to spend effort 
and money toward prevention of mental disorder, by 
increasing the numbers of children with normal men- 
tal patterns, than by providing more and more hospital 
beds for psychotic adults. 


SypNEY KINNEAR SmitH, M. D. (230 Grand Avenue, 
Oakland).—Doctor Timme’s paper is an extremely 
clear presentation of the problem and philosophy of 
child guidance. Probably the most pregnant thing 
in it is the question, “Does this elaborate program 
prevent?” 

As he points out, these clinics are an excellent 
source of information from a relatively few cases, and 
in time something worth while may be known. | 
would feel that this is exactly where the child-guidance 
clinics have fallen down, and why child-guidance as 
such is psychiatrically coming to be a back number. 
The term “child-guidance,” once so carefully chosen, 
is misleading, and is being abandoned. One hears rela- 
tively little of the “Child Guidance Movement” in the 
sense that we did five or ten years ago. The program 
of the American Psychiatric Association of a few 
weeks ago omitted it, and in talking to many of the 
leaders in psychiatry at this convention, the writer 
has come to the conclusion that, while no one mini- 
mizes the importance of mental hygiene work in the 
early years, yet the effort of the future should be 
along more natural lines; that is, the use of clinics 
for children in connection with hospitals, schools, etc., 
rather than setting up de novo, child-guidance clinics. 
The social workers in the communities where such 
clinics have been established have looked with too 
much eagerness to these centers where they assumed 
that there would be a magic solution for their prob- 
lem children. Unfortunately, these clinics elaborated 
beautiful histories, and had interesting staff confer- 
ences, but apparently little more than this ever hap- 
pened. 

Several years ago Dr. Adelaide Brown had temerity 
enough to state this same belief at a conference on 
child-guidance before the California Conference of 
Social Agencies. Then many of us who were closely 
associated with child-guidance programs resented this 
lady’s views, but as time has gone on I believe that 
we are coming to the point of view expressed by 
Doctor Brown. 

In brief, 


we need more places to study more prob- 
lems of 


childhood in a less spectacular and a more 
practical way. 
og 

CuarLes Lewis Aten, M.D. (214 South Lafayette 
Park Place, Los Angeles).—Mental hygiene has long 
been practiced, but to Clifford Beers is due a move- 
ment toward it which has spread around the world. 
It is logical that one of its most important divisions 
should deal with the child, since at this time of life 
the chances of preventing later neuroses and psy- 
choses, as well as social inadequacy and criminality, 
are greatest. 

The term 


“child-guidance” is perhaps not quite 
nappy, 


since frequently parents, teachers, and officials 
need such guidance, rather than the child. 


While the mental hygiene movement has already 
justified itself, its full possibilities are not yet deter- 
mined. It is quite evident, however, that its success 
or failure in a community will much depend upon the 
intelligence and tact with which it is introduced. If 
it start out by antagonizing or ignoring 


its managers 
influential people to whom it should properly appeal, 


t 


it is not likely to take with the majority of the people. 
In the heyday of our prosperity a few years ago, 


money for this work seemed available ad libidum, and 
undoubtedly much was wasted in useless projects 


carried on at a maximum expense. 


is F ; 
hat it must now be conducted more economically 
heed not destroy what has been gained nor seriously 
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although 
those in the 


usefulness, 
part of 


impair its real 
sacrifice on the 
required, 


some 
work 


personal 
may be 


Since mental hygiene is based primarily upon neuro- 

psychiatry, a branch of medicine, directors of its 
caaanice’ work must be physicians with special train- 
ing and experience in this discipline, who must 
know medical psychology and be able to carry out 
intelligence tests, etc. Medical assistance, too, will 
be required in a large clinic, as a paid staff. 

It is most important, also, that the general prac- 
titioner (“the family doctor’) should be included in 
the scheme. He first comes into contact with those 
who should be reached, and is in a position to obtain 
facts of prime importance in the family and personal 
history of the patient. 


also 


Let the advantage, both to him and to his patients, 
of mental hygiene be demonstrated, and he will be 
found willing to donate some of his time to its work, 
as he has long done, in the case of public health. He 
could even be trained to render voluntary, but useful 
assistance at the clinic, especially in a small com 
munity. This point is emphasized since there has been 
a tendency upon the part of some of its lay supporters 
to belittle the importance of the doctor in mental 
hygiene. 

A prime factor in this work is the 
with psychiatric training, without whom information 
as to family history, environment, etc., essential to 
proper diagnosis and treatment, can hardly be secured. 

That mental hygiene can contribute much to the 
mental health and good order of the community can- 
not be gainsaid. One of its chief values is in the 
court, but here the idea must be “sold” to the judges, 
many of whom it seems difficult to convince of its 
utility. The authorities are in general favor- 
ablv disposed, as are most of the societies having the 

care of children, and the law agents having to handle 
them. 


social worker 


school 


Now that the movement has establishments in most 
large cities, it is time to push on into the smaller ones, 
so that ultimately every well-settled community may 
be provided with such aid as mental hygiene can give. 


COMPULSORY HEALTH INSURANCE* 


By Freverick L. Horrman, LL.D. 
Philadelphia, Pa. 


VI 


EDICAL benefit, under compulsory health 

insurance, includes the free administration 
of drugs and essential medical appliances. It thus 
involves government control of the pharmaceutical 
profession, just as it does control the medical 
profession. Previous to compulsory health insur- 
ance in England, it was the practice of most of 
the genéral practitioners to compound their own 
medicines; but this has been done away with, 
and all prescriptions must be compounded by 
authorized pharmacists under a multitude of rules 
and regulations not easily comprehended by any- 
one not familiar with the details of the British 
pharmaceutical practice. Under the original act, 
a flat provision of two shillings per insured per- 
son was made for the cost of drugs and appli- 


* One of a series of articles on compulsory health in- 
surance, written for CALIFORNIA AND WESTERN MEDICINE 
by the well-known consulting statistician, Frederick L. 
Hoffman, LL.D. Articles in this series were printed in 
previous ‘issues, as follows: I, in April, page 245; II, in May, 

page 361; III, in June, page 411; IV, in July, page 33; V, in 
August, page 114. 
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but since then the cost has been reduced to 
one shilling six pence in actual experience, the 
remainder being diverted to prescribing doctors. 


ances ; 


DRUG-PRICING BUREAUS 


The act had not been long in operation when 
it was realized that definite measures of control 
had to be extended to the prescribing powers of 
the doctors, to reduce the price of prescriptions 
and the cost of drugs to an economic basis con- 
sistent with adequate treatment. Likewise the 
control had to be extended to the pharmacists, as 
regards prices charged for particular drugs and 
appliances; and before long a drug tariff was 
established setting a definite price for each drug 
and appliance, uniform as far as I know through- 
out England, but different for Scotland and pos- 
sibly for Wales. Drug-pricing bureaus came into 
existence, and to these were transferred in due 
course all the prescriptions filled by authorized 
druggists for reéxamination both as to quantity 
prescribed, also frequency in repeating orders, and 
the economic use of low priced drugs in place of 
high priced drugs whenever feasible. A difficulty, 
however, as to the prescribing of 
proprietary medicines, which were frowned upon 
as more costly than so-called stock mixtures. 
According to a statement appended to the report 
of the Drug Accounts Committee for Scotland, 
1930, out of a total of 202,943 prescribed forms 
issued, only 3,062 related to proprietary medicines. 

I quote the following from the Drug Tariff for 
National Health Insurance, 1931, with reference 
to proprietary preparations : 


soon arose 


Where a proprietary preparation is required by the 
prescription to be supplied without dilution or admix- 
ture, and is available only in packages of definite sizes, 
a chemist may, if the preparation does not come 
within the scope of the Dangerous Drugs Regulations, 
supply the size approximating most closely to the 
quantity of preparation prescribed where this quantity 
does not correspond exactly to the quantity contained 
in a package. Payment for quantities of proprietary 
preparations other than those prescribed will be made 
only where the chemist forwards to the Pricing Office, 
with the appropriate prescription form, particulars of 
the quantity supplied. 


I also quote from the Lancet of March 24, 1934, 
the following illuminating extract with reference 
to favorite prescriptions : 

Every practitioner has his own ideas of what medi- 
cines are suitable for what maladies, dependent no 
doubt both on his own experience and on what he was 
taught at his medical school. It would be interesting 
to know what are the commonest prescriptions in 
London. This varies with the time of year, but the 
pricing bureau says quite definitely that Mist. Ammon. 
Chlor. Co. is the commonest of all: eight ounces of 
this l.ld. with dispensing fee of 5d. The next 
most common medicine is Mist. Sod. Salicyl., costing 
1.8d. for eight ounces with dispensing fee of 5d. Other 
common prescriptions are Mist. Expect., Mist. Tuss., 
together with the gentian mixtures for tonics. Appar- 


ently Mist. Alba is out of fashion and hardly ever 
ordered. 


cost 


STOCK MIXTURES 


The Pricing Bureau, however, has published 
wealth of data on British pharmaceutical prac- 
tices suggestive of the conclusion that stock mix- 
tures are relied upon to a large extent instead 
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of individual prescriptions, revealing a thorough 
knowledge of drugs in their application to par- 
ticular diseases. Obviously, stock mixtures are 
most easily dispensed in the hasty examination of 
patients suffering mostly from trivial ills and 
satisfied with a bottle of medicine, whatever it 
may contain. Referring to a recent address }y 
Mr. A. B. Gilmour, superintendent of the Glasgow 
pricing bureau, the Lancet, after calling attention 
to the fact that the bureau employs fifty way ms 
in the scrutiny and pricing of every insuran 

prescription in Scotland and Northern ded 
states that last year it dealt with 3,700,000 pre 
scriptions; and since it started, it has handled 
45,000,000 prescriptions, which have cost two and 
a half million pounds. Difficulties are pointed out 
resulting from obscure handwriting and mistakes, 
it being said that, 

The following mistakes recur: Lin. Methyl. Sap. for 
Lin. Methyl. Sal.; Lin. Sinapis for Lin. Saponis; Lysol 
for Lugol’s solution. There is the daily difficulty of 
deciding whether Atophan or Alophen is intended 
Calomel or Calamine, Sod. Br. or Sod. Bic., Syr. 
Aurant, or Syr. Aromat. 


ILLEGIBLE WRITING 

Mr. Gilmour is quoted as having expressed the 
opinion that illegible writing should be made 
punishable offense under the Act, just as this is 
the case in Norway; and that insured persons are 
entitled to proper and sufficient medicines 
prescribed appliances. The Act quotes the pono 
ing illustrations of extravagance in prescribing, 
subject, of course, to a reprimand or prosecutior on 
of the offending physician as the case may be. 

One and a half drachms Liq. Strychn. with Syr 
Aurant. eight ounces. Direction: One dessert spoon 
three times a day—in this case it cost 2.8d. to flavor 
and sweeten one pennyworth of a solution of strychnin 

One dozen each of aspirin tablets, phenacetin tab- 
lets, and Quin Sulph. tablets. Direction: One of each 
kind as directed. As there are three different lots of 
tablets, 3 x 74d. dispensing fees are allowed. If one 
dozen aspirin, phenacetin, and quinin powders had 
been ordered, the dispensing fee would have been 5d 

Cantharidin plaster, four pieces two inches square 
ten pieces one inch square. As there were fourteen 
separate pieces of plaster, 14 x 5d. dispensing fees had 
to be allowed. If the plaster had been prescribed in 
one piece, the dispensing fee would have been 5d 
instead of 5s. 10d. 


An investigation of 140,000 actual prescriptions 
showed that they fell into the following classes: 


Mixtures : 
Weighed pow rde rs 
Ointments and pastes .... 
Lotions . 

Liniments 

Pills . 

Paints . 

Tablets . 

Gargles 


This confirms the statement previously made 
that most of the prescriptions are in the nature o! 
stock mixtures, kept in bulk and permitting 0! 


prompt delivery. As regards drugs most com- 
monly prescribed, I will give the first six in the 
list of twenty: 1, Sod. Bicarb. : ; 2, Tinct. Nucts. 
Vom.; 3, Ammon. Carb.; 4, Vin. Ipecac; 5, Spir. 
Chloroform; ¢ », Glycerin. 
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According to an investigation of 118,000 pre- 
scriptions, one ingredient was used in 22.03 per 
cent, two ingredients in 16.66 per cent, three in- 
gredients in 20.88 per cent, four ingredients in 
23.14 per cent, five ingredients in 13.01 per cent, 
the remaining 4.28 per cent having from six to 
nine ingredients. 

According to the annual report of the Drug 
Accounts Committee for Scotland for 1930, dur- 
ing the years 1916-1929 the number of proprietary 
ingredients disallowed were 20,713; the number 
of prescription forms disallowed, 41,713; the 
stock order items disallowed, 18,100; the unsigned 
prescription forms rejected, 23,184; the number 
of postponed items on prescription forms, 82,501; 
the whole making a total of 186,211, or a ratio of 
irregularities to prescription forms of 56 per cent. 


PRICE-CHECKING ON PRESCRIPTIONS 


As I have said before, it is difficult to convey a 
thoroughly intelligent idea of the complexities of 
the British pharmaceutical practice under national 
health insurance, but I add to the foregoing a 
note on price-checking, as given in a small treatise 
on Pharmaceutical Insurance Service by William 
Shaw, of the St. Helens Insurance Committee : 

To protect the interests of chemists as to the cor- 
rect pricing of insurance prescriptions, reasonable 
facilities are permitted for examining by responsible 
persons all or any of the insurance prescriptions on 
which the drugs or appliances supplied by chemists 
were ordered, together with particulars of the amounts 
calculated by the Pricing Committee to be payable in 
respect of such drugs and appliances. Should objec- 
tion be taken thereto by the responsible persons con- 
cerned, the Insurance Committee is required to take 
such objections into consideration. Similar concessions 
are available to the Pharmaceutical Committee, but 
the general practice is for arrangements being made 
by such committee on behalf of chemists for the 
Retail Pharmacists’ Union to undertake the work. 

The vast pharmaceutical practice under com- 
pulsory health insurance has resulted in the 
standardizing of pharmaceutical procedure to a 
remarkable degree. According to the report of the 
Ministry of Health for 1932, for example, “There 
was an increase of over 2 per cent in the number 
of insurance prescriptions dispensed in 1932 as 
compared with 1931, the numbers rising from 
54,918,738 to 56,081,507 ; and the average number 
of prescriptions issued per insured person entitled 
to supplies increased from 4.17 to 4.19.” The 
average cost of ingredients per prescription in- 
creased from 3.488d. in 1931 to 3.594d. in 1932; 
while the average total cost of drugs and pre- 
scribed appliances, per insured person entitled 
to obtain them from chemists, increased from 
2s, 9d. in 1931 to 2s. 94d. in 1932. 


EXCESSIVE PRESCRIBING 

The chief difficulty, from the physician's point 
of view, is the danger of excessive prescribing, 
resulting in prosecution and penalty. It is said 
in this connection in the Annual Report of the 
Ministry of Health for 1932 that, 

Regional Medical Officers paid 954 visits in 1932, 
as compared with 1,240 visits in 1931, to doctors whose 
Prescribing appeared to call for explanation; and, in 


COMPULSORY HEALTH INSURANCE—HOFFMAN 179 


this year as in previous years, except in a small num- 
ber of cases, this exchange of view enabled the Min- 
ister either to accept the explanations tendered by the 
doctors, or to satisfy himself that minor departures 
from a reasonable standard of prescribing would not 
recur. 

And furthermore with reference to the defini- 
tion of drugs for the purpose of medical benefits, 
it is stated that, 

Reference was made in last year’s report to the find- 
ings of Panel Committees in five cases which had 
given rise to questions calling for decisions by referees 
as to whether certain substances or articles supplied 
by chemists on the orders of insurance doctors were 
drugs or appliances forming part of medical benefit. 
During the year, the decisions of referees on these 
questions were received. In four cases they decided 
that the substances or articles ordered were not drugs 
or appliances forming part of medical benefit. In the 
remaining case, the referees were satisfied that the 
substance ordered was a drug forming part of medical 
benefit. 

The question here is conflict of opinion as to 
whether a drug also constitutes a food as, for 
example, in the case of cod-liver oil, which may 
be prescribed for nutritional benefit as readily 
as for medical necessity in the case of say, anemia 
or tuberculosis. But, as I have said before, in 
actual practice conflicts with the Government have 
been few, although the risk of this conflict is an 
ever-present one, and in no direction more so than 
that of overprescribing, imposing upon the attend- 
ing physician a heavy burden of responsibility. 
The economic aspects of the Act involve reactions 
that have nothing to do with the improvement of 
medical practice or the cure of the patient. Under 
given conditions, they seriously impair the func- 
tions of the general practitioner exposed to the 
ever-present possibility of a variety of prosecutions. 


STANDARDIZED PRACTICE 

Medical practice and pharmaceutical practice 
are inextricably interwoven with economics, and 
subject at every turn to state regulations and state 
control. In actual practice, however, there has 
been much less friction than was anticipated, due 
to the wholehearted codperation of the medical 
and pharmaceutical professions entering into the 
undertaking and aiming at a successful solution. 
But the old spirit of freedom is gone, and a 
standardized practice has come into being which 
cannot be said to advance therapeutics or make 
for such advances in the future. The habit of 
prescribing stock mixtures continues while pro- 
prietary medicines are used no more than is abso- 
lutely necessary in view of the higher prices 
involved, regardless of their value or convenience. 
Thus American pharmacists may well consider 
the vexations that are in store for them in the 
event compulsory health insurance is adopted by 
American states. They would do well to make 
common cause with the American medical pro- 
fession opposed to the introduction of health insur- 
ance as uncalled for by the needs of the patients 
and the profession, in the light of the experience 
that has been had abroad. 

(To be continued) 
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THE LUREOF MEDICAL HISTORY* 


THE TUBERCULOSIS MOVEMENT IN 
CALIFORNIAT 


By W. P. Sueparp, M. D. 
San Francisco 


+ 


ao? 


II. SOME 1934 LIABILITIES 


ST we commit the sin of complacency, let us 
hurry on to a contemplation of our liabilities. 
Despite the fact that we have written off many 
liabilities in the past, there are still those remain- 
ing which we must declare. 


COMPARATIVE DEATH RATES 
Table 1 presents average death rates from all 
forms of tuberculosis in the registration area, in 
California, and in our neighboring states. It 
shows, in the last column, the percentage of reduc- 
tion of death rates in each area since 1900. It will 
be seen from this table that in the period 1900 
to 1909, inclusive, California had a tuberculosis 
death rate of 224.7 per 100,000, as compared with 
185.8 in the registration area. In other words, the 
California death rate was 21 per cent higher than 
that of the registration area. In the period from 
1910 to 1919, inclusive, the California death rate 
was 29 per cent higher than in the registration 
area. In the period 1920 to 1929, inclusive, the 
California death rate was 47 per cent higher than 
in the registration area. Over these entire thirty 
years the death rate from tuberculosis in the regis- 
tration area has declined 51.4 per cent. In Cali- 
fornia it has declined 40.9 per cent. The burden 
of immigration of the tuberculous grows heavy 
indeed when we examine death rates in California, 
Arizona, New Mexico, and Colorado. We must 
face the fact, however, that this and other factors 
have operated to reduce the tuberculosis death rate 
less in our state than in the registration area. 
Assuredly, our job is far from done in California. 
Each ten-year period in the past thirty years we 
have fallen farther and farther behind the rate 

of reduction in the nation as a whole. 

COMPARATIVE SEAL SALES 


lo be sure, many factors contribute to this state 
ot atfairs. It is difficult to appraise them in order 
ot importance, and no such attempt will be made. 
Without doubt, one of the factors is a peculiar 
variation in the success of the seal sale in various 
parts of the state. This in turn must reflect con- 
siderable variation in the effectiveness of the local 
antituberculosis program. Table 2 was kindly pre- 
pared by Mr. Higby. It presents the per capita 
* A Twenty-Five Years Ago column, made up of excerpts 
from the official journal of the California Medical As- 
iation of twenty-five years ago, is printed in each issue 
of CALIFORNIA AND WESTERN MEDICINE, The column is on 
of the regular features of the Miscellany Department of 
CALIFORNIA AND WESTERN MEDICINE, and its page number 
will be found in the front cover index 
+ From the division of the Pacific Coast Welfare Di- 
vision, Metropolitan Life Insurance Company, San Fran- 


cisco 


so 


+ Presented at the annual meeting of the California 
Tuberculosis Association at Fresno, April 6, 1934. 

tPart I of this paper was printed in August issue, CALI- 
FORNIA AND WESTERN MEDICINE, page 118. 
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TaBLeE 1.—Tuberculosis Death Rate Per 100,000 
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seal sale by local associations for the year 1932, 
together with the percentage of change in the per 
capita amount since 1929. It will be noted that 
some local associations have suffered more than 
others from the depression. But, more important 
than this, there is a great variation in the amount 
of money collected. Thus, we find the highest 
amount, collected in 1932, was 14.2 cents per 
capita in Santa Barbara. Next comes Pasadena 
with 13.5 cents per capita; this is followed by 
Turlock with 11.1 cents per capita; then comes 
South Pasadena with 11.0 cents per capita; then, 
Susanville and Orange County with 6.6 cents per 
capita, closely followed by Long Beach with 6.3 
and Alameda County with 6.0 cents per capita. 
At the other end of the list, we find local associ- 
ations collecting as little as .39 cents per capita. 
as in Merced County; .79 cents in Monterey 
County; 1.2 cents in Needles Township, and 
a number of counties collecting only 1.3 cents 
per capita. Even taking into account variations 
in per capita wealth in various sections of the 
state, it would seem that measures used suc- 
cessfully in Santa Barbara, Pasadena, Alameda 
County, etc., might be studied with more caré 
with a view to their successful application | 
other localities. Collection of funds is here 
ferred to merely as an index of the amount of 
public support which the antituberculosis move- 
ment has been able to attract in various locali 
ties of the state. In passing, it may be men- 
tioned as an item of historical interest that whe: 
the plan of a Christmas seal was first agitated 
the United States, and before the national As- 
sociation’s seals came into general use, the [os 
Angeles Society for the Study and Prevention of 
Tuberculosis printed two seals, one-half the 
proceeds of the sale therefrom going to the Los 
Angeles society and the other half to the Cali- 
fornia association. Both seals were designed by 
medical man, Dr. George H. Kress of Los Angeles. 
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Table 2.—California Seal Sale in Cents Per Capita, 1932, With Per Cent of Change Since 1929 
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UNORGANIZED TERRITORY 


Another factor which may contribute to this 
condition is the fact that there is still consider- 
able territory in this state which is either entirely 
unorganized, or inadequately organized to pursue 
a worthwhile antituberculosis program. Accord- 
ing to the standards of the National Tuberculosis 
Association, there are twenty-eight counties in this 
state having a population of 35,000 or more which 
should be able to support full-time paid workers 
in their antituberculosis programs. 

Marked improvement has been made in local 
organization during the past three years, thanks 
largely to the encouragement and initiative of the 
State Tuberculosis Association and its executive 
secretary. Three years ago there were twenty-three 
local associations or committees, not primarily 
devoted to tuberculosis control, but constituting, 
rather, subcommittees of other organizations. Dur- 
ing the past three years, the tuberculosis associ- 
ations of seven counties have been reorganized 
with representative boards of directors. 


TERRITORY UNSERVED BY SANATORIA 


State subsidized hospitals are standardized under 
the Bureau of Tuberculosis of the California 


Yuba County 


State Board of Health (another major recommen- 
dation made by the California Tuberculosis Com- 
mission and brought into being largely through its 
influence). Almost from the beginning, the State 
Bureau of Tuberculosis has had as its director, 
Mrs. Edythe Tate Thompson, and the work of 
standardization has been carried on under her 
supervision. Twenty-four counties of California 
are subsidized. These are the counties which have 
the largest population and the largest wealth. But 
there are twenty-five counties with a total popu- 
lation of 576,000 where there is inadequate or no 
provision for sufferers from tuberculosis. Pro- 
vision to serve this population is an imperative 
need in California. It is to be hoped that arrange- 
ments can be made by these counties to share in 
the support of and privilege of using their nearest 
county sanatoria. 


REPORTING OF TUBERCULOSIS CASES 


We have seen that medical leadership and guid- 
ance have provided the stimulus through which 
the antituberculosis movement originated and con- 
tinued. That this has been appreciated in_ full 
measure, both by the balance of the medical pro- 
fession and by the public, needs no argument. We 
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TaBLe 3.—Improvement in Reporting of Tuberculosis in California 1913-1932 
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now come, however, to a liability in our tubercu- 
losis-control program which is largely in the hands 
of physicians. Apparently, we shall have to ask 
Olympus for even greater blessings than those 
already bestowed. 

The reporting of communicable diseases or, in 
fact, any disease in which public control measures 
are justified, is a sine qua non in public health. 
Reporting of tuberculosis was recognized to be 
of major importance by our medical leaders in this 
state nearly forty years ago! 

In 1905 the Committee on Tuberculosis of the 
Medical Society of California, composed of Drs. 
F. M. Pottenger, John D. King, George L. Cole, 
Edward von Adelung, and George H. Evans, 
urged state-wide notification of tuberculosis in the 
following terms: 

“The Committee on Tuberculosis of the Medical 
Society of the State of California believes the follow- 
ing represents the most advanced thought upon the 
subject of notification in pulmonary tuberculosis: 

“1. Tuberculosis is a disease communicated from one 
individual to another because of the violation of simple 
rules of hygiene and sanitation through either igno- 
rance or willfulness, usually the former. 

“2. In order to wage an effective warfare against 
this disease, the individual suffering from tuberculosis 
must know that he has the disease, must be instructed 
as to its nature and as to what measures are necessary 
to prevent its spread, and must carry them out with 
CONG. <5. 

The supervision of such measures rightfully be- 
longs to the department of health, and in order for 
this department to have such supervision, it must be 
able to locate those suffering from the disease, which 
can only come about by requiring all cases to be 
reported.” 


Yet, at that time there were fewer reported 


cases than deaths from tuberculosis. Indeed, even 
by 1913, as shown by the following table, there 
was but one case reported for every two deaths. 

Table 3, however, shows an interesting improve- 
ment in this regard. The ratio of cases reported 
per death has increased gradually but steadily, 
until in 1932 there were reported in this state 
2.163 cases per death. At the time of the Framing- 
ham studies, it was estimated that there actually 
exist approximately nine cases for each death. 

Let us see how we compare with other states 
in this regard. 

Table 4 presents comparative figures for cer- 
tain states. Of the states listed, it will be seen 











that Minnesota leads, with a ratio of 2.830 cases 
reported per death. New York City comes second, 
with a ratio of 2.505; then Massachusetts with 
a ratio of 2.204, and next, California with 2.163. 
We are slightly better than New York State nd 
the year 1932, and considerably better than Was! 

ington, Oregon, Montana, and Utah. The re 
reporting ratio listed by the National Tuberculosis 
Association in 1933 was in Buffalo with 4.18 cases 
reported per death. In 1932 Hawaii showed a 
reporting ratio of 2.94; Michigan, 2.88; then 
Minnesota. The average for all states was 1.63. 

We now come to an interesting variation in the 
degree of reporting of tuberculosis cases in the 
various localities of this state. This is presented 
in Table 5, figures for which were obtained from 
the State Board of Health. The death reports are 
crude totals and the table must, therefore. be 
interpreted in that light. Thus, counties with 
tuberculosis sanatoria and large general hospitals 
caring for the patients of other counties will have 
a higher death ratio, but likewise, presumably, a 
higher reporting ratio. It should also be borne 
in mind that the smaller counties having but one 
or two deaths in 1932, present figures too smal 
for sound deduction. 

It will be noted that Modoc County leads the 
list with ten cases reported per death. In this 
county there were twenty-one cases and two deaths 
reported in 1932. Next come Colusa County with 


TaBLe 4.—Status of Tuberculosis Reporting in Call- 
fornia, 1932, Compared With Selected Others 
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Tas_e 5.—Tuberculosis Reporting in California, 1932 
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eight cases reported per death (16 cases and 2 
deaths), and Yuba County with eight cases re- 
ported per death (24 cases and 3 deaths). Next is 
Sutter County with 7.5 cases reported per death 
(15 cases, 2 deaths). Contra Costa County reports 
6.62 cases per death (106 cases, 16 deaths). Then 
comes Glenn County with five cases reported per 
death (10 cases, 2 deaths). Tuolumne County has 
the same ratio with twenty cases and four deaths. 
Yolo County reports 3.37 cases per death (27 
cases, 8 deaths). Next comes Los Angeles County 
with 3.1 cases per death; then Kern County with 
3.02; then San Francisco County with 2.31; then 
Sacramento County with 2.24; then San Joaquin 
County with 2.12, and Stanislaus County with 
2.03, and Santa Barbara with 1.92. 

\t the other end of the list of the counties re- 
porting deaths in 1932 is Nevada County with 
but .13 cases per death. Then in order of im- 
provement, San Benito, Marin, Butte, Mendocino, 
Calaveras, Imperial, Sonoma, Lake, Napa, Siski- 
you, Shasta, San Bernardino, Merced, and finally, 
Fresno with .89 cases per death. 

It is significant that among these fifteen coun- 
ties with the lowest ratio of cases reported, all 
but two (San Benito and Siskiyou) are in the 
group of counties having the highest death rates 
from tuberculosis in this state. Among the fifteen 
counties having the highest ratio of cases reported, 
eight are in the group having the lowest death 
rates in the state, and the remaining seven in- 
clude Los Angeles County, Kern, Sacramento, 
San Francisco, and Santa Barbara, where special 
tuberculosis problems exist. It would seem, there- 
fore, that reporting ratio is a fair index of the 
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adequacy of the tuberculosis control program in 
each locality. 

Among the cities listed on this table, Long 
Seach leads the list with 228 cases and 38 deaths, 
a ratio of 6.0 cases per death. Next comes Berke- 
ley with 86 cases and 16 deaths, a ratio of 5.38. 
Next comes Oakland with a ratio of 3.74; then 
Pasadena with a ratio of 2.97; then Los Angeles 
with a ratio of 2.67; then Sacramento with a ratio 
of 2.20, and finally, San Diego with a ratio of 
1.67. The contrast between Los Angeles City, 
with a reporting ratio of 2.67, and Los Angeles 
County with a ratio of 3.10, is of special interest. 
(It is of interest to know that the Los Angeles 
Tuberculosis Society was responsible for an ini- 
tiative ordinance making it mandatory upon the 
City Council to provide public health nurses in 
proportion to the number of tuberculous patients 
reported by physicians. ) 

It should be recalled that Long Beach has an 
active Health 
and Welfare 
League, col- 
lected 6.3 cents 
per capita in last 
year’s seal sale, 
and has had a 
full-time health 
officer for many 
years. Berkeley, 
likewise, has had 
a well coodrdi- 
nated health 
program with 
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excellent codperation from the local physicians. In 
1925, it was my privilege to call the attention of 
3erkeley physicians to the fact that in that year the 
reporting ratio was 3.4. The following arguments 
were presented by means of a series of weekly 
postcards : 

“Why report tuberculosis? 
infectious disease. It may become infectious at 
intervals for many years. A tuberculosis patient 
is notoriously fickle in his choice of medical at- 
tendants. He may remain a menace to the com- 
munity for many years after numerous attending 
physicians have been discharged. He. therefore, 
belongs in a category with the typhoid and diph- 
theria carrier, and becomes subject to regulation 
by law whenever his actions endanger the com- 
munity. The health department ‘stands pat’ in 
order to assist the physician to obtain continuous 
cooperation from his patient; see that all the phy- 
sician’s instructions to the patient are such that 
the community is given maximum protection ; as- 
sist the physician to obtain institutional care for 
the patient when desired; see that the patient at 
no time becomes a public menace whenever he is 
not under competent medical care; see that the 
exposed members of the family are carefully 
examined and observed in the hope of detecting 
secondary cases in their incipient and curable 
stage. The health department in no way contem- 
plates interference with private physicians ; dis- 
turbing the patient’s confidence in his physician; 
making any statement to the family not approved 
by the physician; divulging confidential matters 
relating to the patient, or, in fact doing anything 
to which the physician who is well versed in all 
aspects of tuberculosis could possibly object. Re- 
portable cases are those which, by their clinical 
findings, appear to be active cases, whether the 
sputum is negative or positive. Educating the 
public to regard tuberculosis as a community prob- 
lem is a necessity. Such education can be done 
effectively by a public agency having reliable 
information on the morbidity and mort ality trend 
in the community over a period of years. Such 
information can only be obtained by codperation 
between physicians and the health department. 
This campaign by public agencies codperating 
with private physicians to teach early recognition 
of tuberculosis, the proper means of preventing 
infection, the value of sanatorium care, the impor- 
tance of hygienic living, has resulted in the great- 
est medical triumph of this generation, namely, the 
lowering of the tuberculosis death rate by more 
than one-half. Then why not report tuberculosis ?’ 

Lest we be too severe with our colleagues in 
the practice of medicine, let public health workers 
recall that reporting of tuberculosis also depends 
upon the willingness of those with the symptoms 
of the disease to seek early medical care. There 
is no doubt that many physicians, especially in 
the outlying counties, do not see a case of tuber- 
culosis until it comes to death. Poor reporting, 
therefore, is not solely a criticism of the medical 
profession. It may also result from ineffective 
methods of promulgating our so-called early diag- 
nosis campaign. 


Because it is an 


(To be continued) 
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CLINICAL NOTES AND CASE 
REPORTS 


POLYP OF THE SIGMOID IN A CHILD 


By Davin N. Yaxer, M.D. 
Los Angeles 


BicHtTy per cent of all polyps in the intestinal 


tract are found in the rectum and sigmoid: 


and sixty per cent of these are found in the 
rectum. 

Tuttle, in his “Diseases of the Anus, Rectum, 
and Pelvic Colon,’ makes the following: state- 
ment: “The nature of development is explai: 


as follows: a closed follicle or gland, becomin 
distended from inflammatory or other causes, pr 
trudes into the cavity of the rectum, carrying the 
mucous membrane before it, and sometimes dr: 
ging a small portion of the submucosa after : : 
through its weight, and contraction of the circular 
fibers of the gut in nature’s efforts to rid her- 
self of the enlargement, the follicle is forced 
downward, stretching the mucous membrane, and 
eventually dragging it out into the shape oi 
pedicle; the irritation and hyperemia caused by 
this sagging, and the obstruction to the return 
circulation from the growth, bring about an edema 
and hypertrophy of the follicle and its surround- 
ing tissues, and thus the polypus is formed.” 

These polyps may have pedicles as long as six 
inches. 





REPORT OF CASE 


On February 2, 1933, a girl, age five, was on to 
the office with a diagnosis of a rectal polyp, this diag 
nosis having been made by the family physician, he 
told me subsequently that he had seen it. The mother 
stated that the child had been having blood in her 
stools on and off for the past year; whenever the pro- 
trusion appeared, the child would become frightened 
and cry; but the mother was quite certain that the 
protrusion caused no pain. The day before, as she was 
preparing to bathe the child, she saw a little growth 
and called a physician. 

Examination revealed a normal anus 
both digitally and rectoscopically; no polyp could be 
seen or felt. The patient's mother was told to call the 
next time there was a protrusion. 

On the evening of August 6, 1933, there was a pro- 
trusion; by the time the patient’s home was reached, 
the protrusion had disappeared; there was a blood) 
discharge about the anus; digital examination was 
done, and the polyp could not be felt; nor could the 
polyp be seen on rectoscopic examination. On Au- 
gust 7, 1933, the child was proctoscoped to 18 centi- 
meters, but no polyp could be seen. On August 16, 

1933, the polyp again protruded, but could not be seen 
or felt after arrival at the patient's — The polyp 
again protruded on September 5, 1933, but reduced 
itself before it could be seen. On Lear 7, 1933, 
the child was sigmoidoscoped to 25 centimeters, but 
no polyp could be seen. On September 9, 1933, the 
polyp protruded; the mother was told to keep the cl 

in the same position she was in until my arrival at 
her home, when a round polyp three-fourths of an 
inch in diameter was found, attached to the bowel wall 
by a narrow pedicle about four inches in length: 


and rectum 


ligature was passed through the polyp itself for trac- 
tion purposes, and then a ligature was passed thr« ugh 
the pedicle, and the polyp excised. 
to be used. 


No anesthetic ! 
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There has been no complaint as to any rectal symp- 
toms since the date of removal of the polyp. 
This polyp proved to be an adenomatous polyp. 


COM MENT 


In spite of thorough examination, this polyp 
could not be seen exactly at its point of attach- 
ment to the bowel wall, which was more than 
25 centimeters above the anus. The only way in 
which the greater frequency of protrusion in the 
last few weeks can be explained is by the fact that 
the longer the polyp remained in the bowel the 
more elongated the pedicle became, and as it 
passed outside the anus during defecation, it was 
grasped by the sphincter. Further, whenever this 
protrusion did occur, there was a slight intus- 
susception, which, fortunately, did not last long 
enough to produce symptoms. This case further 
emphasizes the importance of a most thorough 
proctoscopic examination in children bleeding 
from the rectum, and complaining of other rectal 
discomforts. 

727 West Seventh Street. 


POSTURE IN CHILDHOOD 


By Evwin F. Patton, M. D. 
Los Angeles 


LL students of child health are concerned with 
the question of posture. All recognize its 
great importance as a health index, and as a health 
influence. But few understand it well enough to 
analyze or appraise it correctly. Consequently, 


much misguided effort is expended on it. 
Posture classification is not so simple that it can 


be done in an off-hand manner. Posture is not 
just a way of standing. Posture is a complex. 
It is a summation of at least ten components, all 
of which must be recognized and taken into ac- 
count. A descriptive list follows: 

1. Body type. Posture varies with hereditary 
build. The stocky, slow-growing child, with short 
trunk, short neck, and broad shoulders will not 
have as much difficulty standing well as will the 
tall, slender, rapidly growing child with the 
elongated trunk, long neck, and narrow shoul- 
ders. The examiner must know the build of both 
parents, and sometimes of grandparents, to get a 
clear picture of the posture possibilities and prob- 
lems of the child under consideration. 

2. Body habitus. By this is meant the way the 
skeleton is hung together. Much of this, like type, 
is constitutional with the individual, through he- 
redity. Some pelves, especially those of girls, have 
an excessive forward inclination. This starts the 
lower spine off with an exaggerated lumbar hol- 
low, which predisposes to an exaggerated dorsal 
curve. Some clavicles are shorter than others. 
The short clavicles mean narrow, forward shoul- 
ders, with the scapulae pulled anteriorly around 
the chest, throwing the “wings” into prominence. 
The fat hypopituitary child will have a round back 
with a sharp lumbar lordosis, and sagging shoul- 
ders. None of these are correctible. Attempt at 
correction is a mistake. 

3. Tone. Some muscular systems are constitu- 
tionally more elastic than others. The atonic, 
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loose-jointed child is prone to slump; the tonic 
child to stand straight. 

4. Nutritional condition. The undernourished 
child is likely to sag through lack of sufficient 
strength to remain upright. 

5. State of energy. The tired child, too, has 
insufficient strength to hold erect. Overactivity, 
overexcitement, too much school or entertainment, 
may be the devitalizing factor. 

6. Past acute or long-standing illnesses. Illness 
consumes nutrition and energy, with a deleterious 
result on posture, which may be temporary or 
persistent, according to rate and completeness of 
recovery. 

7. Existing illnesses. Toxic poisoning, visual 
defects, anemia, asthma, and many other preying 
conditions are often at the root of bad posture. 

8. Growth dyscrasias. Epiphyseal disorders of 
the vertebrae produce a bad round back, requiring 
radical orthopedic measures to prevent or correct. 
Discrepancies in rate of growth of the two legs, 
or of the two halves of the trunk, or the two 
shoulder girdles, produce scolioses, rotations, and 
lists, requiring specialized orthopedic attention. 
Likewise spinal anomalies. 

9. Habit. A child having developed, from one 
cause or another, a bad posture may continue in 
that bad posture through lack of realization of 
how good posture differs from it. This is the type 
of case especially amenable to training. 

10. Feeble-mindedness. This condition is often 
accompanied by a slumping posture, which is use- 
less to try to improve. 

A quick way to determine the best possible 
posture, of which an individual child is capable, 
is to exert vertical traction on a lock of hair 
picked up on the very crown of the head. This 
will draw in the chin, straighten up the neck, pull 
the chest forward, let the shoulders fall back, 
flatten the lower spine and retract the abdomen— 
as much as possible. In many children the im- 
provement will be slight. This means that they 
stand the way they do because they are built the 
way they are; and no amount of “posture work” 
will remedy the situation. 

It is as much a mistake to seek an impossible 
ideal in posture as to neglect a correctible slump. 
Appraisal by means of the standards outlined will 
demonstrate the attainable ideal in each instance, 
so that an unattainable ideal will not be set up as 
a goal. 

Relaxed slumping posture, in a child who can 
stand well, is a vicious cycle. Substandard health 
causes the posture to relax. Then the relaxed 
posture interferes with physiology, to the further 
detriment of health. Correction requires, as a pre- 
liminary, the breaking up of this cycle by amelio- 
ration of health condition through medical and 
surgical care. After that is accomplished, direct 
efforts on the posture itself are applicable. But 
attempt to correct relaxed posture by exercises 
alone without first improving the general state 
may be like whipping up a tired horse. There will 
be a momentary spurt, but no lasting improve- 
ment, until muscles and supporting structures. are 
in a condition to respond. 

3875 Wilshire Boulevard. 
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CHRONIC MAXILLARY SINUS INFECTION 
ETIOLOGY 


F. C. Kracaw, M. D. (411 Thirtieth Street, 
Oakland ).—Chronic maxillary sinusitis may arise 
from either of two sources, nasal infection or 
dental infection. Since chronic infection of nasal 
origin usually is not a primary condition, but 
occurs secondary to an acute infection of the an- 
trum, its etiology must necessarily include the 
etiology of acute maxillary sinus infection, with 
the added factor of either repetition or neglect. 

Every acute antrum infection of nasal origin 
is, in its beginning at least, simply a part of an 
acute nasopharyngitis, the infection spreading to 
the antrum by direct extension, or by way of the 
lymphatics and blood vessels. The condition in 
the sinus usually clears up with the disappearance 
of the infection in the nose. If this does not occur, 
either because of impaired ventilation, impaired 
drainage, or too serious damage to the cilia, then 
chronic infection is very likely to supervene. The 
etiologic factors just mentioned emphasize the 
importance of thorough and complete treatment 
of every acute nasopharyngitis. 

Anatomic irregularities, such as deviation of the 
septum or enlargement of the turbinated bones, 
are the most common bars to normal ventilation 
and drainage. Septal deviations are of major 
importance, both directly and indirectly, in the 
causation of maxillary sinus infection. The con- 
vexity of the deviation may impinge upon the 
middle turbinal, forcing it against the naso-antral 
wall and thus closing the ostium. Just as impor- 
tant is the compensatory turbinal hypertrophy 
which occurs on the the concavity. This 
may, and often does, proceed to the point of 
closure of the antral ostium. Even though there 
be no actual hypertrophy of the middle turbinal, 
but only a chronic tumefaction, this shuts off 
ventilation and drainage, and is therefore con- 
ducive to the development of a chronic infection. 
Further, as a result of repeated acute nasopharyn- 
gitis, there may be a hyperplasia of the tissues 
surrounding the ostium sufficient to narrow it to 


the point of serious interference with ventilation 
and drainage. 


side of 


Chronic infection of the maxillary sinuses is 
quite frequently seen associated with a nasal al- 
lergy. But whether, in any specific case, the con- 
ditions stand in the relation of cause and effect, 
it is indeed difficult to determine. Many cases pre- 
senting allergic symptoms have been cured by 
proper care of chronic infection in the antra; but 
many more cases have not been helped at all so 
far as allergic symptoms are concerned. In those 
cases which are benefited, it is probable that the 
allergy is purely bacterial. 
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Direct trauma to the external walls of the 
maxillary sinuses may cause extravasation of 
blood, either into the walls of the sinus or into 
its cavity, which will later lead to an empyema. 
Trauma to the nasal mucous membranes, such as 
may be occasioned by swimming or diving, is 
often a potent factor in the dev elopment of acute 
and later chronic infection. 

Maxillary sinus infections of dental origin are 
less frequent than those of nasal origin. They 
arise secondary to disease processes in the molars 
and premolars, which are frequently in very close 
relation to the floor of the antrum. Infection may 
spread to the antrum by direct extension, by way 
of the lymphatics and blood vessels, or by trauma 
during extraction of the diseased teeth. 

If one wished to prolong the discussion, many 
minor etiologic factors might be considered. How- 
ever, I believe the greater good will be accom- 
plished by emphasizing the importance of repeated 
acute infections. Following each acute attack, 
there is an increased infiltration of the mucous 
membrane of the sinus, and an increasingly diff- 
cult and slow return to normal; until, finally, the 


time comes when the power of recovery is lost 


and a chronic infection is established. 
SYMPTOMS 


The symptoms of chronic maxillary sinus 
may be divided roughly into subjective and - 
jective. The most common subjective symptoms 
encountered will be one or more of the following: 

(a) Nasal Obstruction —This symptom is fairly 
common among sufferers from this condition. If 
there are anatomical changes present, such as 
deviation of the septum, turbinal hypertrophy 
or polyps, the obstruction is constant and changes 
in temperature, humidity, position, etc., do not 
influence it. If, on the other hand, the obstruction 
s caused by tumefaction due to loss of vasomotor 
tone or to allergic factors, then it will sometimes 
be present, while at other times the nose will be 
clear; and changes in position or environment 
will often serve to give temporary relief and allow 
free respiration through the affected side. 

(b) Postnasal Discharge—This may be almost 
constant, but in a great many cases will be <e- 
scribed as worst and most annoying on first aris- 
ing in the morning. Many patients will go into 
great detail in describing the difficulties of gettin 
the throat clear at this time. This is due. 
course, to secretions which have gathered during 
the night, and which have a tendency to lodge 11 
the hypopharynx. The character of the discharge 
will vary from a clear mucous to mucopurule 
or even a frank purulent appearance. . 

c) Nasal Discharge.—Here again there is var! 
ation from clear mucous to frank purulent | 
charge. Probably the most common is mucous "! 
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character and of a golden-yellow color. The dis- 
charge may be present in small amounts most 
of the time or, more commonly, a large mass 
suddenly makes its appearance in the nose from 
time to time and must be disposed of. The patient 
frequently complains of having to use two to six 
handkerchiefs daily, and will commonly display 
one tinged with the familiar yellow color. 

(d) Discomfort in the Cheek of the Affected 
Side —This symptom is not so common in chronic 
infections as it is in acute conditions. If present 
it usually consists of a sensation of “heaviness,” 
or perhaps nothing more than a mere conscious- 


ness of the cheek. External pressure seldom 
elicits any sign of tenderness. 
(e) Cough—Many cases of persistent non- 


productive cough have had a chronic antrum in- 
fection as their cause. Very often it is this symp- 
tom which first brings the patient to his physician ; 
and very often, too, a long gamut of trial and 
error must be run before the true cause is found, 
and proper treatment instituted. 

({) Pain in the Teeth—While this is not a 
common symptom, occasionally a case is seen in 
which the patient complains of actual toothache, 
though the teeth are in perfect condition. More 
often there is simply complaint of tenderness on 
chewing. 

(g¢) Anosmia.—lIs occasionally seen in antrum 
infections, but occurs more frequently when other 
sinuses are involved. 

(h) Cacosmia.— Occurs most frequently in 
cases of maxillary sinus empyema of dental origin. 

The principal objective symptoms presented will 
be some or all of the following : 

1. Changes in Nasal Mucous Membranes.— 
There is very often a moderate to marked general 
reddening. The middle turbinal may present a 
variety of changes. At times, there will be noth- 
ing more than a rather marked injection of the 
anterior tip. Very often the anterior tip is tume- 
hed or actually hypertrophied; and it is not at 
all uncommon to find the entire middle turbinal 
enlarged and lying tightly against the naso-antral 
wall. In my experience, the posterior tip is not 
often hypertrophied in antrum infections. The 
inferior turbinal is often tumefied, and sometimes 
undergoes hypertrophic change. 

2. Nasal Discharge .—Any abnormal secretion 
in the region of the lower border, or the anterior 
tip of the middle turbinal is suggestive of antrum 
infection, especially if, after being wiped away, 
it immediately reappears upon the head_ being 
tipped to the opposite side. However, more often 
than not, any abnormal secretion is seen only as 
“cobwebs” between the middle and inferior turbi- 
nals and the septum. The absence of discharge 
means nothing. If the infection is of dental origin, 
the discharge is usually purulent and of very foul 
odor 

3. Polyps—May or may not be present. They 
are most likely to occur when the sinus infection 
is associated with a nasal allergy, and when there 

ethmoid as well as maxillary sinus involvement. 
+. Transillumination. — Signs 
means are unreliable at best. 


elicited by 
However 


this 
dimming 
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or absence of the optic crescent, and absence of 
the optic reflex, may be taken as suggestive of a 
past or present chronic antrum involvement. 
Lung Markings in the Roentgen Films.— 
Accentuation of the lung markings in general, and 
of the region of the hilus in particular, are always 
suggestive of chronic maxillary infection. 


* * * 


DIAGNOSIS 


\nprew B. Wessets, M.D. ( Professional Build- 
ing, San Antonio, Texas).—The most important 
factors in the diagnosis of chronic maxillary sinu- 
sitis are: history of an acute or recurring acute 
maxillary infection and frequent recurring colds, 
discharge visible in the nose or postnasally, puru- 
lent or mucopurulent in nature ; 
handkerchiefs daily, which may 
golden-yellow color. 


use of several 
be soiled with a 


Transillumination is a valuable aid, but checks 
only part of the time with the roentgen ray and 
operative findings. 

Radiographic examination will show pus or fluid 
in the sinuses, and thickened membrane or growths 
in the sinuses such as hard tumors or polypi. 

Injection in the sinuses of iodized oil will, some- 
times, show the extent of the hyperplasia of the 
lining membrane, the presence of polypi or other 


growths in the antrum. On the contrary, how- 
ever, lipiodol injections can be a disadvantage 
sometimes, since it may flow around a mass and 


obscure it, while stereoscopic films will clearly 
outline the condition. 

Lavage of the antrum (either through the 
mal opening, which is possible in about 70 per 
cent of or through a needle puncture be- 
neath the inferior turbinate) may show discharge 
in the washings and, if present, the kind and 
amount may range froma few shreds of mucopus 
to creamy or flocculent pus. A cell count of the 
centrifuged washings, if the sinus is infected, and 
even though there may be no occult pus, will show 


a preponderance of polymorphonuclear cells on 
staining. 


nor- 


cases, 


The teeth of the upper alveolus should be care- 
fully investigated to ascertain if infected; for 
dead teeth or roots penetrate the antrum floor, or 
are in close approximation of the floor of the 
maxillary sinus. Infected teeth need not penetrate 
the sinus floor to produce an infection, but may 
be as distant as one-fourth of an inch or 

Sensitization of food, pollen or bacteria may 
predispose to a chronic maxillary sinus infection, 
the sinus infection being superimposed on the 
allergic sensitization; in which case the 
factor should be eliminated first, either by de- 
sensitization or removal, before operative pro- 
ceedings are instituted. The membranes of the 
sinuses become edematous and later are infected, 
and they progress to an inflammatory, 
degeneration. 


more. 


allergic 


polypoid 


Any endocrine imbalance should be ascertained 
and corrected, if possible. Avitaminoses should 
be considered in the diagnosis, and corrected by 
proper procedures in diet, if possible. 
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PROGNOSIS OF CHRONIC MAXILLARY SINUSITIS 


Speaking generally, patients with chronic sinusi- 
tis never recover without treatment. If all the pre- 
disposing factors, such as avitaminoses and allergic 
sensitizations are corrected, operative treatment, 
if properly performed, will cure two-thirds of the 
cases, and one-third will be improved, although 
there will remain some polypoid tissue, some dis- 
charge or crusts. 

Much of the discredit placed on the results of 
sinus operations is due to lack of understanding 
of the underlying causes. Allergic patients will 
never be cured, and very little relieved, by the 
most extensive procedures if the sensitizing agent 
is not found and removed. 

Deviations of the nasal septum, which ordi- 
narily interferes with free aereation and drainage 
of the sinuses, should be corrected before a good 
result can be expected. 

Operations, if instituted, should be thorough 
and complete, as befits the individual patient. Fre- 
quently a cure, or improvement, will be achieved 
with a window resection in the naso-antral wall, 
or the operative procedure will have to be more 
radical and complete enough to remove any, and 
all, diseased mucous membrane lining the sinus, 
because recurrences are only too frequent. 

* * x 
TREATMENT 


A. A. Streece, M.D. (5040 West Pico Boule- 
vard, Los Angeles). — The successful treatment 
of this condition often requires both medical and 
surgical skill. The former is always needed, and 
the latter may be necessary to remove mechanical 
obstructions. 

Having reached the chronic stage, the local tis- 
sues, as well as the general body defenses, have 
become accustomed to the infection and do not 
so actively combat its invasion; this is as true in 
the stage of thickened membrane, with free pus, 
as it is in the later stages without pus, or where 
fibrous tissue has formed. 

To overcome this phagocytic inactivity, the 
body as a whole must be stimulated and assisted ; 
this may be accomplished in various ways, and 
usually requires all available resources. Some of 
the modalities herein mentioned may seem to be 
of minor importance, but when used in conjunc- 
tion with other modes of therapy, they have a 
synergistic action. 

Surgery is indicated in those cases that have a 
deviated septum, polypi, spurs, or enlarged turbi- 
nates. When the middle turbinal is against the 
outer wall, it may be fractured, and the tip moved 
toward the midline. Sometimes, when it is hyper- 
trophied, a portion may be removed or cauterized 
to give proper nasopharyngeal ventilation, and 
drainage for the sinuses. 

Oil sprays, such as liquid albolene, containing 
two grains of menthol to the ounce, or one with 
ephedrin as an ingreglient, will help relieve the 
congestion, as well as’the associated sense of full- 
ness in the head, and the extra nasal secretion 
that may be present. Watery sprays are not ad- 
visable to use over a long period of time, but 


Vol. 41, No. 3 


for occasional use, 10 per cent neosilvol has some 
advantages in that it is not irritating or distaste- 
ful, as some preparations are, and does not stain 
clothing if some is spilled. It also has an astrin- 
gent and bactericidal effect, and may be instilled 
with a medicine dropper with the patient in an 
extreme opisthotonos position, or by holding the 
head down in such a position that gravity will 
carry it to the desired area. After its instillation, 
a few short sniffs will spread the solution over 
the nasopharyngeal mucous membrane and the 
excess can be expectorated. 

After removing respiratory impedimenta by 
surgery, or through the lessening of turgescence 
by sprays, attention may be turned to other medi- 
cal support. 

Endocrine abnormalities of the patient must be 
considered; not that glandular therapy will have 
any direct disinfectant effect on a sinus infection, 


but it may have a definite relation to predisposing 
causes such as: lowered resistance to infection 
or congestion of mucous membranes of the nose 
and throat as seen in some cases of hypothy- 
roidism, and also, as quite often noted, in women 
with ovarian dyscrasias. Unquestionably, there is 
a glandular relationship between general body im- 
munity and infections. It is an everyday occur- 
rence to see some women develop pimples about 
a week or ten days before menstruation, and to 
see the lesions practically disappear a few days 
following the period, and also to note that the 
condition can be cleared up by administering 
ovarian therapy. 

In animal experimentation, it has been shown 
that, following pancreatectomy, death follows 
from sepsis rather than from shock or loss of 
digestive function. A small piece of the pancreas, 
preferably from the tail, implanted in the body 
before or during pancreatectomy, will preserve the 
immunizing response to bacterial invasion. 

Diabetics often suffer from infections, further 
supporting the theory that the pancreas has some 
function pertaining to immunity. 

Sajous,’ in discussing immunity, emphasized the 
part performed by the thyroid and adrenals. 

Y. Tokumitsu? experimented with a large num- 
ber of male rabbits and found that changes in the 
agglutinating power of the blood could be pro- 
duced by various endocrine injections. 

If the patient has no evidence of glandular dys- 
functions, one can devote his energy to other 
forms of treatment to assist in eradicating the 
disease. 

Vitamins A and B have been recently shown 
to have some part in the normal tonicity of the 
nose and throat, and their resistance to respiratory 
infections. Cody * concluded, from his research 
and experimental work, that a lack of vitamin B 
was characterized by a postnasal discharge and 
thickening of the posterior portions of the middle 
turbinates. He also describes the surface of the 
mucous membrane as becoming “moist and creamy 
white.” He further believes that vitamin A is 


1 Internal Secretions and Principles of Medicine, Ninth 
edition, Vol. I, p. 298 


2 Tokumitsu, Y.: Japan Med. World, 9:217 (July), 1929. 
8 Cody, Claude C.: Arch. Otolaryng., p. 661, 1932. 
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essential to maintain the normal nutrition of the 
nose and throat. 

Personal observation of vitamin A in children 
reveals that in some instances there is a close 
alliance between its consumption and the ratio of 
respiratory infections. Patients have been ob- 
served at different times of the year, who were 
taking vitamin A for a period, and then not using 
it for an equal period, and the frequency of in- 
fections was more marked during the time it was 
not being taken. 

Turner and Loew * found that the percentage 
incidence of bacteria in the nasal cavities and 
middle ear in animals fed active carotin was 
noticeably less than encountered in animals fed 
faded carotin, or in those receiving no vitamin A. 

Here again, as with the endocrines, if the pa- 
tient already has enough, a larger supply is not 
called for. 

When the patient has been thoroughly ex- 
amined, ventilation and drainage of the nose and 
sinuses taken care of, endocrines and vitamins 
provided if needed, he is then ready for other 
considerations. 

Rest is one of these, and is just as important 
as for tuberculosis or any other infection. It is 
useless to try to do much for a chronic infection 
of this kind if the patient is working or exercising 
to the point of exhaustion. A certain amount of 
exercise is beneficial in that it increases the circu- 
lation, and aids in the elimination of toxins. 


Leukocytic extract is a valuable aid that is not 
used as much as it could be, and to advantage. 


In 1909 it was heralded as a step forward in the 
nonspecific treatment of infections. 

Hiss and Zinsser,> working in the laboratories 
of Columbia University, were of the opinion that 
leukocytic extract would relieve and protect, as 
well as stimulate the fatigued and overworked 
leukocytes. Comparison of treated and untreated 
pneumonia cases in the Massachusetts General 
Hospital showed that the mortality rate was more 
than double in the cases which did not receive 
leukocytic extract.® 

It is one form of medication that is safe. In 
using several thousand ampoules, I have never 
known of any unpleasant symptoms following 
their use. There are several preparations of the 
product on the market, some for intramuscular 
use, and others for either intramuscular or intra- 
venous injection. The action of the latter is 
quicker when given intravenously, and there is no 
possibility of there being a tender spot at the sight 
of injection, as there may be if given in the muscle. 


A number of patients with chronic maxillary 
sinusitis were daily given 4 cubic centimeters of 
leukocytic extract intravenously for two weeks, 
and then three times weekly for another month 
in conjunction with other treatment that had for- 
merly been ineffective. The results were gratify- 
ing. One patient, who had had pain and tenderness 
for more than four years, was free of symptoms 


4 Turner, R. G., and Loew 
p. 102 (Jan. and Feb.), 1933. 

5 Hiss and Zinsser: J. Med. Res., 15:245, 
17:397, 1910. 
seg omnes, George F.: 
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1909; Ibid., 


J. M. Soc. New Jersey (Oct.), 
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at the end of three weeks. 
similar with other patients. 

It is difficult to put these patients on a percent- 
age basis of cures, as some will stop treatment 
shortly after abatement of symptoms and believe 
themselves cured, yet still retain a low-grade in- 
fection that may not cause trouble at the time; 
but which will flare up later, during a period of 
lowered resistance, as a new infection, whereas 
it is an exacerbation of the previous condition. 

Physiotherapy is helpful in chronic infections, 
and there are several forms of treatment that are 
useful in the management of the topic under 
discussion. 

Diathermy, both direct and indirect, applied to 
the nasal and maxillary regions, lessens the con- 
gestion by dilatation of the capillaries, and at the 
same time the local rise of temperature increases 
the phagocytic action of the leukocytes present. 
With the augmented circulation there is brought to 
the area a greater number of white blood cells 
to accentuate the cellular activity. Usually after 
a twenty or thirty-minute treatment, the patient 
will breathe more freely, and in the cases that still 
have a purulent discharge there will be an increase 
in its output as a result of increased phagocytosis 
and better drainage. The treatment may be given 
daily, or oftener if desired, and the technique, if 
not already known, can be found in practically 
any book on physiotherapy. 

Ultra-violet radiations applied to the whole 
body, either from artificial means or in the form 
of sun baths, increases the action of the skin and 
aids the processes of immunity. Sunlight is avail- 
able to nearly everyone, and can be taken during 
part of the patient’s rest period. 

A cold shower, or a dip into a tub of cold water 
the first thing in the morning, is fine for some 
patients as a tonic and stimulant, but one must 
use discretion in prescribing it. The bath should 
be brief, and followed by a brisk rub with a coarse 
towel wielded by the patient himself. The exer- 
cise of rubbing helps to produce the reaction, 
which should be a warm glow all over the body 
almost immediately after emerging from the cold 
water, or at least by the time “the patient is dry. 
If this is not felt, or the patient feels cold after 
the procedure, it had better be discontinued. 

Vaccine therapy, in graduated doses, sometimes 
gives good results and can easily be administered 
with the leukocytic extract ; giving the latter intra- 
muscularly on the days when vaccine is being 
administered. 

There is a negative phase’ of vaccines at times 
that temporarily lowers the immunity of the pa- 
tient, but this period is usually of short duration 
and fortunately does not happen very often in 
clinical work ; hence when vaccine is given in con- 
junction w ith therapy that will support immunity, 
the negative phase is not to be worried about. 

I have noted that individuals as a rule do better 
on a vaccine prepared from bacteria obtained 
from the former habitat of the patient. Theoreti- 
cally, an autogenous vaccine should be ideal, but 
my experiences have been rather disappointing. 


The result has been 


7 Sia, R. H. P., and Zia, S. H.: Proc. Soc. Exper. Biol. 
and Med., 29:791, 1932. 
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Bacteriophage therapy is struggling to gain 
recognition, and no doubt will play a more impor- 
tant part in our medical armamentarium when 
more is learned about it. Much has been accom- 
plished by its use in some types of infection, but 
the successful treatment of nasal and sinus in- 
fections, from the bacteriophage standpoint, will 
probably not come until further development is 
achieved in polyvalent bacteriophage.* 

The non-surgical treatment of chronic maxil- 
lary sinusitis is to be tried faithfully in all cases, 
but at times, when a lot of fibrous tissue has 
formed in the sinus, infection may become estab- 
lished between the lining and the periosteum. 
When the condition has progressed to this stage, 
it is quite likely to require the surgical removal of 
the lining membrane. 


SUM MARY 

1. Provision of ample ventilation and drainage 
is essential in the treatment of chronic maxillary 
sinusitis. 

2. Rest is important. 

3. Endocrine and vitamin deficiencies have to 
be considered. 

4. Leukocytic extract is a valuable aid. 
Physiotherapy is distinctly beneficial. 

6. Vaccine therapy helps in some cases 

7. Radical surgery may have to be used as a 
last resort. 

This paper on treatment of chronic maxillary 
sinusitis is written by one who does not specialize 
in nose and throat work, but in the daily grind of 
general practice attends quite a number of patients 
suffering with chronic maxillary sinusitis. 


sn 


8 Bronfenbrenner, 
Med., 30:729, 1933 


Jaques: Proc. Soc. Exper. Biol. and 


Practice of Naprapathy Enjoined—Naprapathy Ex- 
plained—The state of lowa filed a petition to enjoin 
the defendant from practicing medicine and surgery 
in lowa. The trial court dismissed the petition, and 
the petitioner appealed to the Supreme Court of the 
State. 

The defendant conceded that he practiced the heal- 
ing art. He contended, however, that because he prac- 
ticed naprapathy and used neither medicines nor sur- 
gery, he did not practice nor claim to practice medicine 
or surgery, within the meaning of the Medical Prac- 
tice Act of the state. In explanation of naprapathy, 
he testified: 

“Our theory is that disease originates in the baser 
tissues of the body, such as connective tissue, espe- 
cially white fibrous connective tissue, which binds and 
holds the bones forming the joints of the body to- 
gether. And if they are in any way injured they are 
prone, as connective tissue always is, to thicken and 
shrink. And our theory is that a stretchment of the 
tight connective tissue structures is essential in the 
restoration of the normal function in the organs sup- 
plied by the nerves involved in the tightening of the 
tissues. And that makes the essential difference, thus, 
between a chiropractor and a naprapath. It would 
bind the vertebra closer together, and it would create 
a condition the opposite of a partial subluxation or 
displacement, so that two vertebra would be more 
difficult to displace one from the other in this ab- 
normal tightened condition than it would if it were 
normal. There would be a restricted movement.” 

One Oakley Smith, described in the record as the 
discoverer of naprapathy, testified for the defendant 
as follows: 

“Naprapathy is a nonmedical science or profession, 


based on three elements. One: discovery. The dis- 
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covery that shrunken connective tissues or ligaments 
produce a great variety of remote ailments. — 
element is invention; the invention of a method by 
which manipulation or exercise or motions could be 
symbolized in record form. And one inheritance. The 
same as when one might inherit money from his 
parents and didn’t earn it. In the broad sense 
of physical education chiropracty [sic] and the non- 
medical part of osteopathy and Swedish movement, all 


belong to the nonmedical and nonsurgical field. From 
there on there are definite technical differences, such 
as those described by Doctor Howard, that instead 


of the subluxation or bone out of place the naprapath 
has discovered by means of laboratory instruments 
and precision it was a case of shrunken ligaments 
damaging the nerve, rather than bone damage. That 
made a difference in the shortening up of the number 
of treatments required, and, increasing the surety of 
cure. In other words, the difference is largely a matter 
of emphasis. But that same thing might be said re- 
garding the difference between naprapathy and physi- 
cal education as taught in the University of Iowa, 
where they treat sprains and strained ligaments and 
injured joints, curvature of the spine, different kinds 
of flat-foot, weak arches of the foot; there again it is 
a matter of emphasis. Physical directors do that for 
pay without a license or any physician or surgeon 
around. Our school does not teach the healing 
of human ailments by the administration of drugs. 
That is outside of our theory. We teach no surgery. 
Our pupils are taught to treat human ailments by 
manipulation. . I think Kentucky is the only state 
which has made a provision to permit naprapaths to 
take an examination where it wouldn't be all farce. 
That is the opinion of the naprapaths. . This is not 
only a method of treatment of human ailments, but | 
have cured horses. It is not limited to human ail- 
ments. It is limited to anything that has a spinal 
column and joints and ligaments. It is a healing art. 

Naprapathy is a nonmedical healing art. Pupils 
of our school were admitted to practice in Illinois 
They are not now... . 

In State v. Hughey, 208 Iowa 842, 226 N. W. 371, 
said the Supreme Court, medicine was not given nor 
was surgery practiced, but the defendant, who claimed 
to diagnose ailments and to treat them by a laying on 
of hands, was held to have practiced medicine and 
surgery. The fact that the present defendant, con- 
tinued the court, uses a system analogous to osteopa- 
thy and chiropractic is not material. If the defendant 
were a licensed osteopath or chiropractor, a different 
question would be presented. Since the Medical Prac- 
tice Act of Iowa gives no recognition to naprapathy, 
the courts and the administrative officers of the state 
can give no recognition to it. The system must be 
deemed only a name and an evasion of the statute. 

The defendant maintained an office in one of the 
principal office buildings of Cedar Rapids. In the di- 
rectory of the building his name appeared as “Dr 
Banner Howard.” Admittedly he undertook to diag- 
nose the ailments of his patrons. As a witness, he 
claimed to have studied “diagnosis.” Correct diagnosis 
is one of the first duties of the qualified physician 
but purported [sic] diagnosis is the first resort of the 
unqualified and the first requisite of a miraculous cur 
ailments which an unqualified practitioner 
discover and to cure are only such as his own diag 
nosis declares. Because his new system of naprapatl) 
affords him a complete refuge from any critic w! 
does not follow it, the defendant is subject to no check 
other than his own judgment. It is not a valid 
fense, said the Supreme Court, for the defendant 
show that he is practicing naprapathy. 

The defendant argued that the Iowa statute author- 
izing the proceedings by injunction was unconstitu 
tional. This question, said the court, was adjudicated 
against the defendant on a former appeal (State 
Howard (Iowa), 241 N. W. 682; J. A. M. A. 99:1886 
(Nov. 26), 1932). 

The judgment of the trial court, dismissing t! 
petition of the state for an injunction, was reversed 
State v. Howard (Iowa), 245 N. W. 871. (The Journal 
of the American Medical Association.) 
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BVRITORIAL S* 


DR. EMMA W. POPE RETIRES AS 
SECRETARY-TREASURER 


California Medical Association Loses an Effi- 
cient Administrative O ficer—At the last meeting 
of the Council of the California Medical Associ- 
ation, Dr. Emma W. Pope of San Francisco 
notified the councilors that she desired to retire 
from active work as secretary-treasurer. In accept- 
ing her resignation, resolutions of appreciation 
were adopted, thanking her for many years of 
loyal and efficient service. (See Council minutes, 
page 201.) To members of the Association, the 
real executive officer of the organization must al- 
ways seem embodied in the secretary-treasurer, to 
whom is entrusted the responsibility for the man- 
agement of the central headquarters, the arrange- 
ments of the annual session scientific programs 
and numerous details of each year’s meetings, as 
well as many other duties, incident to queries for 
information and requests for aid which are con- 
stantly received from component county societies 
and members seeking help in the solution of their 
various problems. 


_——. 


* Editorials on subjects of scientific and clinical inter- 
est, contributed by members of the California Medical As- 
sociation, are printed in the Editorial Comments column, 
Which follows. 
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In the performance of her work, in contacting 
the physicians who have had occasion to visit the 
central office at Four Fifty Sutter Building in 
San Francisco, or who have been accustomed to 
exchange greetings with her at the annual sessions, 
Doctor Pope built up a very personal relationship 
with a host of California Medical 
members. 

During the period in which the headquarters 
office has been in charge of Doctor Pope, the 
work of the Association has been performed in a 
quiet, gracious and efficient manner. The general 
officers particularly will miss her, because they 
have had special opportunities for more often 
meeting her and thus better knowing of the 
manner in which she so well fulfilled her respon- 
sibilities. 


Association 


As she lays down this work, therefore, in which, 
since the year 1923, she has been engaged, Doctor 
Pope will take with her the heartfelt thanks and 
good wishes of all officers and members of the 
California Medical Association and its component 
county societies. 


DR. FREDERICK C. WARNSHUIS 
OF MICHIGAN BECOMES THE SECRETARY- 
TREASURER, AND DIRECTOR OF PUBLIC 
RELATIONS, OF THE C. M. A. 


The Council's Problem in Securing a Suc 
to Doctor Pope-—*“The King is dead, long live 
the King.’”’ So has it always been and so must it 
ever be. When Doctor Pope requested of the 
Council its sanction to retire from office, that body 
was faced with the problem of securing a suc- 
cessor. Section 12 of Article X of the California 
Medical Association constitution provides that 
“No person shall be eligible to the office of secre- 
tary-treasurer who does not hold the degree of 
Doctor of Medicine, but membership in this As- 
sociation [the California Medical Association] 
shall not be a necessary qualification for the 
office.” This provision was the rule of guidance 
in seeking for some physician who could efficiently 
carry on the Association’s work as its executive 
officer. In their quest, the members of the Council 
took into full consideration the many difficult and 
unsolved problems which, in recent years, have 
demanded the earnest attention of organized medi- 
cine, with particular reference to California’s spe- 
cial needs. It was felt that whoever took up the 
work should have a background in experience, 
in aptitude and in capacity ‘that would permit the 
activities of the Association to go forward with- 
out interruption; and, if possible, with even more 
vigor than in the past. The names of several 
members of the California profession were first 
considered, and tentative conversations held with 
one or more of such colleagues. The Council de- 
cided at the same time, however, that it would 
not limit its search to California physicians, but 
through a committee would make a survey of 
possible candidates from medical men who were 
holding, or had held positions of administrative 
and executive responsibility in organized medi- 
cine in other parts of the United States. This 
investigation was carried on not only through cor- 
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respondence, but by means of personal confer- 
ences, made conveniently possible at the Cleveland 
session of the American Medical Association. 


* * * 


President Toland’s Committee Nominates Dr. 
Frederick C. Warnshuis of Michigan.—The end- 
result of the search was the submittal at the July 
Council meeting of a report by President Clarence 
Toland, who had been appointed chairman of 
the subcommittee on secretary-treasurer, in which 
that committee unanimously recommended the 
election—if his services could be secured—of Dr. 
I‘rederick C. Warnshuis of Grand Rapids, Michi- 
gan, as Secretary-Treasurer, and Director of 
Public Relations, of the California Medical As- 
sociation. The committee’s recommendations re- 
ceived the unanimous vote of the members of the 
Council, and by long-distance telephone Doctor 
Warnshuis was notified of his election, and his 
acceptance of the office was received. 

The Michigan State Medical Association holds 
its annual session in September, and because 
Doctor Warnshuis, as secretary thereof, was 
responsible for this year’s program, and also re- 
quired opportunity to arrange his personal affairs 
in Michigan, where he has been in practice for 
more than thirty years, it was agreed that he 
should take up the reins of office in California 
on October 1. 

* * * 


Former and Present Activities of Dr. Frederick 
C. Warnshuis—To members of the medical pro- 
fession who have maintained an active interest in 
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organized medicine—and this applies to physicians 
in practically every State in the Union—the name 
of Warnshuis is very familiar. For, in addition 
to his many other activities, he has been Speaker 
of the House of Delegates of the American Medi- 
cal Association since the year 1921, having been 
reelected annually. This fact, alone, may be taken 
as an index of his great ability and good judg- 
ment. Our new secretary-treasurer was born in 
Alton, Iowa, received his M.D. degree in 1902, 
and since that year has been in practice in Grand 
Rapids. 

Members of the California Medical Association 
are naturally interested in this colleague who is to 
come to the Coast, as a full-time administrative 
officer, to help our State Association in fis work 
and problems; and because a good understanding 
is most desirable in taking up duties in a new com- 
munity or commonwealth, Doctor Warnshuis was 
persuaded to send to CALIFORNIA AND WESTERN 
MEDICINE some biographical data, which are sub- 
joined to these comments. 

A perusal of the long list of official responsi- 
bilities which Doctor Warnshuis has had, and the 
knowledge that these have come to him becaust 
of his efficient service and splendid personality, 
should convince all that the Council has not only 
made a wise selection, but one which must appeal 
to the entire membership of the California M« 
cal Association. 

* * * 


Doctor Warnshuis was Chairman of the Ci 


mittee that Brought in the 


Michigan Survey.— 
Doctor 


Warnshuis comes to us at a time when 
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we are weighted down with serious problems. In 
the March, 1934, CaLIFoRNIA AND WESTERN 
MepICcINE, page 195, were printed some editorial 
comments on “Michigan’s Contribution to the 
‘Costs of Medical Care,’ ”’ suggested by the report, 
last year, of the Michigan State Medical Society, 
conceded to be the best State survey that has thus 
far been made. As then remarked, Doctor Warn- 
shuis was chairman of the committee which made 
that survey. The California Medical Association 
Committee of Five, authorized by the House of 
Delegates at Riverside, will therefore have an 
able aide in Doctor Warnshuis, as will the De- 
partment of Public Relations; Dr. Walter M. 
Dickie, who was drafted into service when that 
Department was organized, having resigned. 

Without further comment, other than to ex- 
press upon behalf of the California Medical As- 
sociation, its component county societies and mem- 
bers, their joint greetings and cordial welcome 
to Doctor Warnshuis, we print the list of former 
achievements of our new secretary, hoping and 
believing that his work, which in Michigan and 
elsewhere was attended with such success, will 
bear even greater fruition in his new home on the 
Pacific Coast.* 


*EpitTor’s NoTe.—Through the courtesy of the Editor of 
the Journal of the Michigan State Medical Society we 
have received galley proof copy of Doctor Warnshuis’ 
farewell letter which will be printed in the September 
issue of that publication. 

It may be of interest to members of the California 
Medical Association, and on that account it is here re- 
printed. The article was taken from the Society’s Ac- 
tivity Department of the Michigan Journal and has the 
caption, ‘“‘Secretary’s Valedictory.”” The text follows: 

The following communication was sent to the Council 
on July 28, 1934, thereby terminating a service of twenty- 
one and one-half years as Secretary of this Society: 


B. R. Corbus, M. D., Chairman, 

Council of the Michigan State Medical Society, 
Grand Rapids, Michigan. 

Dear Doctor Corbus: 


I hereby respectfully tender to you and through 
you to the Council my resignation as Secretary of 
the Michigan State Medical Society, effective Sep- 
tember 15, 1934. 

I shall arrange for an audit of the Society's 
funds and shall be prepared to transfer the funds 
and all society records on that date to whomso- 
ever the Council designates. 

It is not easy to terminate a relationship and 
relinquish an office that I have served for twenty- 
two vears. I admit feelings mingled with regret 
and :adness. Fortune’s vagaries leave me with no 
other course to pursue. 

I am very grateful and very sincerely apprecia- 
tive for the confidence and trust reposed in me 
during these many years. In another communi- 
cation I shall endeavor to express my gratitude 
in fuller measure. 

Awaiting the Council’s instructions and assur- 
ing you I shall be helpful to my successor, I am, 


Very respectfully, 
F. C. WARNSHUIS, Secretary. 


This was not an easy step to take. A residency and 
practice in Michigan extending over a period of thirty- 
two years yielded many friendships and created many 
relationships that were dearly prized. To sever them 
and remove oneself from Michigan’s environment gives 
rise to indescribable emotions. The decision was brought 
about by the attractive tender from the California Medi- 
cal Association, 

In relinquishing office I desire to express my very sin- 
cere appreciation for the trust that was reposed in me 
during these many years. My quest was not to serve one 
member, or a small group of members, but the entire 
membership—the Society as a whole. 

_The faithful discharge of the duties of office received 
first consideration. My quest at all times was to con- 
serve and advance the membership and Society’s inter- 
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A Summary of Biographical Data.—The follow- 
ing biographical data will permit members of the 
California Medical Association to better visualize 
the scientific, organization and other work to 
which Doctor Warnshuis has given so much of 
his time in the past thirty years, and will enable 
officers of county medical societies to more readily 
consult him concerning their own problems : 
1905—Treasurer of Kent County Medical Society, 

Grand Rapids, Michigan. 
1906-1911—Secretary of Kent County Medical Society, 

Grand Rapids, Michigan. 
1906-1934—Attending surgeon, Butterworth Hospital, 

Grand Rapids, Michigan, serving at times as vice- 

chief and chief of staff, and member of staff, Execu- 

tive Committee of this hospital. 
1906-1934—Visiting surgeon, Blodgett Hospital, Grand 

Rapids, Michigan. 
1910-1919—Chief Surgeon, Pére Marquette Railroad 

and during that period, member of American Rail- 

ways Chief Surgeons’ Association. 
1912—President of Kent County Medical Society, 

Grand Rapids, Michigan. 
1912-1918—Member of the Michigan State Board of 

Registration in Medicine. 
1913—Charter-Fellow, American College of Surgeons. 
1913-1934—Secretary of Michigan State Medical So- 

ciety. (1913-1929, secretary-editor of the Michigan 
State Medical Society. In 1929 relieved of editorial 
duties.) 
1913-1934—Business manager, Journal Michigan State 
Medical Society. 
1918—Author of “Principles of Surgical Nursing.” 
W. B. Saunders Company. 
1918—Went overseas as chief of the Surgical Service 
Base Hospital 99, A. E. F., March, 1919, and be- 
came commanding officer of Base Hospital No. 99. 
Returned from France in July, 1919, with the rank 
of lieutenant-colonel. 
1919-1923—District Surgeon for United States Veter- 
ans’ Bureau. 

1919-1927—Colonel in Medical Reserve Corps. Mem- 
ber of the American Legion. 

1919-1934—District Surgeon, Grand Trunk Railway. 

1921—Elected Speaker of the House of Delegates of 
the American Medical Association, and reélected 
each year since! 

1929-1931—Assumed secretaryship of the Michigan 

State Board of Registration in Medicine for two 

years, to supervise its reorganization. 
1929-1934—Consulting surgeon, United States Public 

Health Service. 
1930—Vice-president of the American Federation of 

Examuning Boards. 
1932—President of the Aero-Medical Association of 

the United States. Now a member of its board of 

directors. 


ests. The records reveal the degree in which that policy 
Was successful. 

The citing of achievements and major activities might 
be justified, I shall leave such narration to others. There 
is one plea I should like to leave. Remain loyal to your 
organization, and maintain sustained interest in and sup- 
port all of the Society’s activities. It is your Society 
and it will be as valuable to you as you make it. 

For my successor I bespeak wholehearted coéperating 
support. Few realize the tremendous amount of detail, 
labor and energy that the duties of office demand. Few 
appreciate the work involved or the time demands that 
devolve upon the Secretary. 

Members should recognize these facts. My successor 
will stand in need of your helpful and considerate assist- 
ance, for during the next year his duties are going to be 
extremely arduous. 

I shall maintain a kindly interest in the Society’s fu- 
ture. Its future and its activities will receive m¥ best 
wishes and so—Good-bye. 

F. C. WARNSHUIS. 
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1930—Member, Planning Committee of White House 

Conference on Child Welfare; original member and 

president of Grand Rapids Rotary Club for two 

years, 1913-1915. 
1910-1912—Secretary of the Michigan Automobile As- 

sociation. 

Memberships: Kent County Medical Society 
gan State Medical Society; Fellow 
Medical Association; Peninsular 
Club; collaborating editor of the 
of Surgery; associate editor, Bulletin of the Ameri- 
can Medical Association; ex-officio member, American 
Medical Association Board of Trustees. 


; Michi- 
of the American 
Club; Highlands 
American Journal 


A NATUROPATHIC INITIATIVE WILL BE 
ON THE BALLOT AT THE STATE 
ELECTION ON NOVEMBER 6 


Naturopathic Petition Qualifies — The Chiro- 
practic Petition Does Not.—One of the ten initia- 
tive petitions which received more than 110,811 
signatures, and which will be on the ballot on 
November 6, will be the “Naturopathic Act— 
Initiative.” The proposed Chiropractic initiative 
petition was lacking in some six thousand votes 
and will not be voted on this year. 


* * * 


Every Member Should Study the Proposed 
Initiative Law.—Because it sets up standards of 
licensure that are woefully out of harmony with 
modern-day concepts of scientific medicine and 
public health standards, the prompt and serious 
attention of all component county societies and 
members is called to the Naturopathic Initiative, 


a few of the aaciaailie from which are presented 


on page 213 of this issue. More than 110,000 
California citizens have attached their signatures 
to the lengthy petition, thus making it necessary 
for the electorate to decide whether it shall be 
transformed into binding law by vote of the 
people. 

It is not our purpose here to discuss the de- 
plorable features of this new expression of cultist 
legislation. We can only urge all members of the 
California Medical Association to read the ex- 
cerpts to which space is given, and then to draw 
their own conclusions as to the significance and 
far-reaching effect of some of the mooted pro- 
visions. 

+ * * 


Read Also the Following Critical Comments.— 
In addition, we ask that every member read what 
a colleague—who has had an exceptional experi- 
ence and a broad knowledge of licensure mat- 
ters—has to say upon the subject. From one of 
his letters we quote the following: 

“This proposed act is evidently modeled after the 
State Bar Act of California. No act of Legislature 
can change its provisions. Section 3, paragraph 2, 
states: ‘No law now or hereafter enacted shall in any 
way qualify, regulate, restrict or prohibit the State 
Association from fully carrying out and effectuating 
all of the purposes and provisions herein contained.’ 
The Board of Governors provided in the proposed act 
are not answerable to any state authority. They will 
handle their own funds and their own affairs in their 
own way. 

“Read in Section 63 the unlimited license which will 
be granted thereunder, which license will entitle the 
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holder thereof to ‘all rights and privileges of any 
all other practicing physicians.’ 

“Read in Section 2, Subdivision 4, the definition of 
naturopathy, and then draw your own conclusions ; 
to the varieties of practice which will be permitte 
under the phrase in Section 41, ‘five or more branc!| 
of naturopathy.’ 

“Section 41 indicates that these proposed naturo- 
pathic licenses will be easily obtained, because t 
statement is made therein that any person who i 
member of the Naturopathic Association and who h: 
been practicing naturopathy legally or illegally for fi 
years will be eligible for a license for a fee of $25 

“Section 62, Subdivision (e), 
dispense narcotics. 

“Section 68 prohibits the State Board of Medical 
Examiners or any other board or agency from gra: 
ing a drugless practitioner certificate, i. ¢., this initia 
tive proposes to repeal that portion of the Medical 
Practice Act which relates to a ‘drugless practitions 

“Section 67, which exempts the osteopathic act, ¢ 
flicts with Section 68, because the osteopathic initia- 
tive act created a board of examiners with power to 
administer provisions of the Medical Practice Act, 
which includes the granting of drugless practitioner 
certificates. The proposed initiative will take thi 
function from the Board of Osteopathic Examiners 

“Section 67 also exempts the chiropractic initiative; 
hence, the Board of Chiropractic Examiners will con 
tinue to issue licenses to practice chiropractic. Licen 
tiates of said Board of Chiropractic Examiners will 
be entitled to qualify for naturopathic certificates 
under the proposed initiative. Confusion will then 
arise as to jurisdiction. Should the Board of Chiro- 
practic Examiners revoke its license issued to the 
holder of these dual licenses, the individual can con- 
tinue to practice under his naturopathic license, and 
vice versa. 


indicates an intent 


“The initiative is most conflicting, entirely unneces- 
sary, and will further add to the now existing con- 
fusion relative to the practice of the healing art in the 
State of California.” 

» ¢ + 

Laws of Low Standards Are a Reflection on 
Present-Day Civilisation. — After reading the 
above, and also the excerpts already referred to. 
it must be evident to every physician who loves 
his profession, and who is loyal to the standards 
of scientific medicine, that such a proposed law 
is an invitation to battle. 

If this naturopathic law, among other things 

Made obligatory an adequate preliminary edu- 
cation (consisting, say, of a four-year high school 
and at least one year of full collegiate work, but 
with no provision for so-called ‘ ‘equivalent train- 
ing” that can be made to mean nothing, if an 
examining board so interprets or dectees), and 
for a thorough four-year course of professional 
training ; and 

If this naturopathic expression of so-called 
drugless healing really limited itself to that type 
of healing (instead of including “minor surgery.” 
the term “minor surgery’ being evasive because 
of lack of legal limitations) ; and 

If it did not contain other provisions that are 
little less than absolutely contrary to those funda- 
mental standards which (in order to give proper 
protection to citizens) all healing-art groups, in the 
light of present-day scientific knowledge, shou!d 
faithfully observe ; 

Then, indeed, it might perhaps be a matter o! 
only ordinary moment, if this proposed act became 
a law in California. 
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There is no objection to any citizen choosing 
his own healing-art practitioner, but it is sup- 
posedly a primary obligation of the State to 
license, as healing-art practitioners—no matter 
to what so-called school belonging—only such citi- 
zens who have had adequate training and possess 
knowledge that is not a travesty on modern-day 
science and civilization. 

It is an evidence of the chaotic condition of our 
present period that legislation is thus seriously 
proposed which is not only in conflict with the 
fundamental civic rights of citizens, but which is 
a distinct step backward from the scientific knowl- 
edge which the world today possesses. 


FORTHCOMING STATE ELECTION—HOW 
COMPONENT COUNTY SOCIETIES 
SHOULD ORGANIZE 


Plan of the Los Angeles County Medical As- 
sociation—On page 138 of the August Catti- 
FORNIA AND WESTERN MEDICINE will be found 
a brief article, from the “Bulletin” of the Los 
Angeles County Medical Association, outlining 
the manner in which that component county so- 
ciety proposed to keep in touch with legislators 
and prospective legislation having to do with the 
public health. What the Los Angeles Association 
is doing along this line should be likewise done 
by every other county society in California; and 
because of the importance of well-planned and 
united action, the officers and members of each 
county unit in the State are urgently requested 
to organize in a manner similar to that described 
in the article referred to. 

For there are probably few things one can do, 
more meaningless or inconsistent than to indulge 
in criticism of noxious laws inimical to the stand- 
ards of public health and scientific medicine when 
those who make such criticisms fail in their own 
individual civic professional obligations, through 
almost complete inaction at the elections of legis- 
lators and at the voting upon initiative measures. 


* * * 


Effective Organisation Is Not a Complicated 
Problem. —It is such a comparatively simple 
matter to make the influence of members of the 
medical profession felt during legislative cam- 
paigns if a system such as that which is in oper- 
ation in the Los Angeles and several other county 
societies in California is put into operation. 

The article referred to is worthy of several 
readings. It is to be hoped, therefore, that at the 
first meeting of every county society, after this 
issue of CALIFORNIA AND WESTERN MEDICINE 
reaches its readers, a report will be made to the 
members on the status of organization work in 
their respective districts. If the elected officers of 
a county unit are laggard or indifferent to their 
responsibilities in this matter, individual members 
who wish to do their part should feel free to form 
a committee, either voluntary or as an adjunct 
of the Public Health League, so that adequate 
steps may be taken to contact legislative candidates 
of their district, to learn the reactions of these 
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legislative and other candidates to public health 
work; and to carry on an educational campaign 
of patients, friends, and fellow citizens concern- 
ing the real significance of laws such, for instance, 
as the proposed Naturopathic Act, which is com- 
mented upon elsewhere. 


* * * 


Every Member Should Be Alive to His Respon- 
sibilities and Do His Part.—With earnest and 
united codperation all things are possible. Some 
of the issues facing the profession are of most 
serious import and, if not properly met, may 
wreck havoc with much that has taken years of 
loyal endeavor to build up. So read again, if you 
would earnestly assume your share of these duties, 
the article on page 138 in the August CALIFORNIA 
AND WESTERN MEDICINE, and resolve then and 
there to do your part, and after that proceed, with 
other colleagues, to do it. 


EDITORIAL COMMENT" 


FETAL TISSUE IMMUNITY 


It is a well established fact that the majority 
of infants under six months of age are statis- 
tically immune to measles, diphtheria, scarlet 
fever and several other infectious diseases. The 
conventional explanation of this infantile insus- 
ceptibility postulates that it is a passive immunity 
due to transplacental transmission of maternal 
antibodies plus their postpartum transfer in 
colostrum or milk. Like so many conventional 
plausibilities, however, this theory is not without 
its paradoxes and inconsistencies. Instances are 
on record of infants demonstrably immune to 
scarlet fever or diphtheria, whose mothers are 
demonstrably susceptible to the same infectious 
agents.’ New-born serums occasionally neutralize 
poliomyelitis virus im vitro, the corresponding 
maternal serums being without demonstrable 
viruscidal effects.* Cutaneous tests show that less 
than 2 per cent of all children under two months 
of age are skin-reactive to Staphylococcus aureus 
vaccine. Fully 95 per cent of all mothers are 
susceptible to this toxic antigen.* 

To account for such apparent paradoxes recent 
theorists have postulated the existence of a non- 
specific “fetal tissue immunity” persisting during 
the earlier months of extra-uterine life. This 
theory has been apparently confirmed by labora- 
tory studies. Dr. E. L. Burky * of Johns Hop- 
kins University, for example, tested rabbits of 
different ages with highly toxic staphylococcus 

* This department of CALIFORNIA AND WESTERN MepI- 
CINE presents editorial comment by contributing members 
on items of medical progress, science and practice, and on 
topics from recent medical books or journals. An invita- 
tion is extended to all members of the California and 
Nevada Medical Associations to submit brief editorial 


discussions suitable for publication in this department. No 
presentation should be over five hundred words in length. 


1 Dreyfus-Sée, G.: Arch. d. méd. d. enf., 33:16, 1930. 


2 Aycock, W. L., and Kramer, S. D.: J. Med., 
52:457, 1930. 


8 Kobak, O. J., and Pilot, I.: 
and Med., 28:584, 1931. 


4 Burky, E. L.: J. Immunol., 24:127, 1933. 


Exper. 


Proc. Soc. Exper. Biol. 
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filtrates. He found that new-born rabbits are 
resistant to at least eight times the intravenous 
adult M. L. D. per kilogram of body weight. 
This fetal immunity (or insusceptibility) con- 
tinues till about the fourth month, when the adult 
susceptibility begins to be demonstrable. Serum 
from the apparently immune baby rabbits will 
not passively immunize (or desensitize) adult 
rabbits. 


Under the assumption that fetal pan-immunity 
is due to a positive chemical factor in rapidly 
growing tissues, Doctors McKhann and Chu® of 
Harvard Medical School have sought to isolate 
this factor for therapeutic study. Aqueous ex- 
tracts of normal human placentas were separated 
into albumin and globulin fractions by ordinary 
fractionation technics. The globulin fraction thus 
obtained was found to be non-toxic for guinea- 
pigs and rabbits, and to contain no demonstrable 
estrus-producing hormone. As little as 0.08 milli- 
gram of this globulin neutralized a necrotizing 
dose of diphtheria toxin as shown by subsequent 
intradermal guinea-pig tests. The globulin also 
neutralized poliomyelitis virus in vitro. It blanched 
scarlet fever rash, in many cases the blanching 
effect being superior to that obtained in a control 
test with specific scarlet fever antitoxin. 

Their most suggestive therapeutic effects, how- 
ever, were in measles. Fifteen presumably non- 
immune children, accidentally exposed to this 
infection, were given intramuscular injections of 
human placental globulins within five days after 
exposure. Fourteen of them developed no signs 
or symptoms of measles. Three presumably non- 
immune children, similarly exposed, were each 
given 30 cubic centimeters adult human blood 
intramuscularly. All three developed modified 
measles. Two similarly exposed children, who 
through faulty histories were believed to be im- 
mune, were given no treatment. Both developed 
typical measles. 

Stanford University. 

W. H. Manwarinc, 
Palo Alto. 


SURGERY OF CHILDHOOD 


In the rapid advance of the medical sciences 
there has been a great tendency toward specializa- 
tion. Many feel, and probably rightly so, that 
this has been overdone. However, a high degree 
of efficiency has been attained in many fields 
which would not have been otherwise possible. 
Surgery of infancy and childhood is sufficiently 
different from adult surgery to warrant special 
attention. To obtain the best results, the pediatric 
surgeon must possess a definite understanding of 
childhood psychology, as well as a knowledge of 
the diseases of children. 


It should be remembered that the surgeon must 
often approach the sick child in the guise of an 


enemy. With a shy child, the surgeon should pay 
little attention to the child at first, but should 
enter into a general and often. irrelevant conver- 


8 McKhann, C. F., 


and Chu, F. T.: J. Infect. Dis., 52:268, 
1933. 
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sation with the parents or nurse, and finally lead 
up to the discussion of the patient’s difficulty after 
the child has had an opportunity to “size-up” the 
surgeon. The child of the extravert type is better 
approached immediately as the center of attrac- 
tion. He should be spoken to in a kindly, sym; 
thetic, but manly manner, with an open frankness 
which will do much to allay any fears and vill 
lead to full codperation. He should not be told 
that he will have no pain unless this is true. It is 
necessary to feel one’s way in each ens 
case, and the type of child must be determine 
instantly, in order to obtain the proper appro: cl 
This is really an art which may be acquired and 
developed to a high degree, but a thorough under 
standing of child psychology is also partly inborn. 
If the surgeon does not have a natural liking for 
children, he will not be able to gain the child's 
confidence as readily, or as often, as the surgeon 
who is especially fond of children. The littk 
patient is usually an excellent reader of the in- 
herent kindness on the part of the surgeon. 
Spoiled children can best be dealt with in the 
absence of their parents, and that the psychi 
logical problem here is twofold, is evident. 

Some of the clearest, clinical histories availabl 
can be obtained from a child after the age of six 
or seven years. A few children will romancé 
about their illness, but an understanding of child 
psychology will readily enable one to detect this. 
Many children will give a direct, simple and cor- 
rect history. All minute details cannot always bx 
elicited, but many can be filled in from the par- 
ents. The action, posture, gait, intensity and tone 
of the cry, or complaints, as observed by the 
parents, are important points. Children differ in 
their ability to tolerate pain and discomfort, just 
as do adults. The small size of the child, allow- 
ing for more correct physical findings, is a com- 
pensating factor for any lack of detail in the 
history. Tact and great gentleness must be exer- 
cised at the examination. 

If the treatment is going to cause more than 
slight pain, an anesthetic should be administered. 
The child should never be told that he will not be 
hurt and then be taken by surprise. If this occurs 
he will never trust the surgeon a second time. 
With some children, it is possible to set broken 
bones, open abscesses, etc., with local anesthesia. 
with full cooperation if they are told, not too iar 
in advance, but just before the procedure is car- 
ried out, that they will have a little pain, and 
an explanation be given as to why it is necessa! 
for them to have the pain. Failing codperation, 
a light general anesthesia is preferable, becaust 
psychic trauma will do the child more harm than 
a light anesthetic. The lack of responsibility or 
worries of a child is a great aid in a smooth con- 
valescence. This care-free attitude should not |x 
marred by the child’s apprehension or fear of th: 
surgeon, and hence painful treatments should be 
avoided. 

A child will get desperately sick quicker and 
die, or recover quicker, than an adult with tlie 
same disease. This requires alert, correct think- 
ing on the part of the surgeon, who must be able 
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to make decisions based on experience and ac- 
curate observation. Children cannot tolerate pro- 
longed anesthesia or formidable surgical pro- 
cedure as well as adults. Rough technique, which 
is undesirable, but may be passable in adult 
surgery, will more often lead to disaster in chil- 
dren. The chemical and metabolic processes pro- 
gress with greater speed in children than in 
adults. They will develop shock, acidosis or other 
chemical disturbances with amazing speed, and 
must be watched clinically more closely than 
adults. Their delicate tissues must be handled with 
great gentleness, and the best results follow if the 
surgeon is able to do the operation efficiently and 
quickly. Close cooperation with pediatrician is 
essential. 
490 Post Street. 
LeRoy Brooks, 


San Francisco. 


BISMUTH TOXIC REACTIONS 


At the present time, bismuth ranks equal in 
importance and frequency of use in the treatment 
of syphilis, with arsphenamin. Yet the toxic effects 
and reactions of bismuth are much less frequently 
discussed, possibly because they are less frequently 
observed than those of arsenicals, and partly be- 
cause of the more recent introduction of bismuth 
into therapeutics. However, with the accumula- 
tion of clinical observations, a clearer picture is 
obtained of the possible toxic effects of bismuth 
therapy. A good, comprehensive review of the 
subject is presented by Irgang, Alexander, and 
Sala of New York (Archives, Dermatology and 
Syphilology, 21:321, 1933). : 

A number of useful practical observations and 

clinical deductions are offered. One of them is 
that the rate of improvement of syphilitic skin 
lesions, from soluble bismuth preparations, ex- 
ceeds only by a very slight margin that of the 
insolubles. In other words, insoluble preparations, 
having about the same quotient of efficiency should 
be preferred, being the safer of the two because 
of the slower absorption. Of the soluble salts, 
bismuth tartrate is regarded as the most effective ; 
of the insoluble salts, bismuth salicylate. Intra- 
venous administration of bismuth is cautioned 
against, as being extremely dangerous. 
_ An interesting statement is that small doses are 
just as effective as large ones, provided the ioniza- 
tion of the bismuth molecule is of sufficient extent. 
sismuth is more toxic to the kidneys than to the 
liver, Unlike arsenicals, bismuth does not tend to 
aggravate the existing hepatitis. In the presence 
of impaired renal function, injections of bismuth 
must be stopped. 


With a rising systolic blood pressure over 150 
millimeters, and of diastolic above 100 millimeters 
present, bismuth injections should be discontinued 
until the functional capacity of kidneys is deter- 
mined. 

The most common complication of bismuth 
therapy is stomatitis and blue gum line. It was 
present practically in 100 per cent of cases, the 
only exception being patients with no teeth at all. 
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In the case of a heavy gum line appearing after 
a few injections, the dosage should be reduced 
or treatment stopped. Besides the gingival type, 
two other types of buccal siderosis may be ob- 
served: (1) diffuse, thin, slate-colored pigmenta- 
tion; (2) localized heavy, bluish-black deposit. 

Contrary to the prevailing idea, complications 
are more frequent with soluble preparations, be- 
cause they enter the blood stream in a shorter 
period of time; and since the rate of absorption 
is greater than that of excretion, there results a 
greater concentration and accumulation of  bis- 
muth in the tissues. 

The development of stomatitis, however slight, 
is a definite indication for discontinuing treat- 
ment. In cases of severe stomatitis, sodium thio- 
sulphate should be started from small doses, 
slowly increasing, since the large doses, liberating 
large amounts of bismuth from the tissues, may 
aggravate the symptoms. 

Skin manifestations of bismuth intolerance can 
assume urticarial, eczematous pityriasis rosea-like, 
and lichen planus pemphygoid types. Paradoxi- 
cally, and in contradistinction to arsenicals, bis- 
muth eruptions, according to the authors, improve 
with continuation of injections. 

As to the local reactions, which occur mostly 
in females, water-soluble bismuth preparations 
produce greater local inflammation and pain. Bis- 
muth salicylate and quinin bismuth iodid (in my 
experience, also iodobismuthol) proved to be the 
least irritating locally. 

Urinary casts, even in large numbers, are no 
contraindication to bismuth therapy, provided the 
kidney function is within normal limits. Total 
weekly dose of an oil-soluble compound should be 
about 100 milligrams of metallic bismuth. But 
10 per cent suspension of bismuth salicylate in a 
vegetable oil is the most effective preparation. 

1930 Wilshire Boulevard. 

Moses ScCHOLTz, 


Los Angeles. 


Vitamins and Hormones.—Kiihnau and Stepp discuss 
the relations between vitamins and hormones. Re- 
cently it has been shown that the animal cell partici- 
pates in the preparation of vitamins and that the exo- 
genic origin, formerly assumed as self-evident, can no 
longer be considered a characteristic quality of the 
vitamins. There are interrelations and _ transitional 
states between vitamins and hormones. The knowl- 
edge about the interrelations between vitamins and 
hormones has been advanced by chemical studies and 
by biologic experiments. It has been found that the 
relation between fat soluble vitamins and the hor- 
mones of the gonads is based on their chemical rela- 
tionship. The authors illustrate this with structural 
formulas. They cite biologic observations on the cor- 
relations between vitamins A and B, the thyroid and 
iodin metabolism. Vitamin B influences thyroidal ac- 
tion, and under normal conditions there seems to be 
a relation between the suprarenal cortex, the thyroid 
and vitamin B. The authors discuss the influence of 
vitamins A and E on the sexual functions, the rela- 
tions between the anterior lobe of the hypophysis and 
vitamin E, and the synergism of vitamin D and the 
hormone of the parathyroids.—Miinchener medizinische 
W ochenschrift. 
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OFFICIAL NOTICE 


Application for Place on the Annual Session Pro- 
gram.—The 1935 annual session, to be held at Yosem- 
ite, has been set for May 13 to 16. Members who have 
papers they wish to present should apply to the secre- 
tary of the proper section, by letter, giving a con- 
densed outline of the subject-matter of the proposed 
paper. 

Names of section officers appear regularly on adver- 
tising page 4 of CALIFORNIA AND WESTERN MEDICINE. 


COUNCIL MINUTES 


Minutes of the Two Hundred and Twenty-Seventh 
Meeting of the Council of the California 
Medical Association 


The following minutes were approved by the Council 
at its two hundred and tawenty-eighth meeting, held at 
San Francisco, July 28, 1934. 

Held in the offices of the Association, Room 2004, 
450 Sutter Building, San Francisco, Saturday, May 26, 
1934, at 9:30 a. m. 

Present.— Doctors Clarence G. Toland, president; 
Robert A. Peers, president-elect; Edward M. Pallette, 
speaker; T. Henshaw Kelly, chairman of Council; 
Councilors W. W. Roblee, H. J. Ullmann, Fred R. 
DeLappe, A. L. Phillips, Karl L. Schaupp, C. E. 
Schoff, H. S. Rogers, J. B. Harris, Harry H. Wilson, 
W. H. Kiger, M. R. Gibbons; Charles A. Dukes, 
chairman of Committee on Public Relations; Emma 
W. Pope, secretary; George H. Kress, editor; Walter 
M. Dickie, director of Public Relations; and Hartley 
F. Peart, general counsel. 

Absent.— Doctors Carl R. Howson 
O. D. Hamlin, and C. O. Tanner. 


1. Call to Order—The meeting was called to order 
by the chairman, T. Henshaw Kelly. 

2. Financial Statement.—Financial statement for the 
month of April, 1934, was presented by the secretary 
and approved as presented. 

3. Annual Meeting Expense.— The secretary read 
the report of the chairman of the Arrangements Com- 
mittee on convention expenses and stated that two of 
the local churches had been used for meeting places 
at the Riverside session and that no remuneration had 
been listed by the Arrangements Committee, as was 
customary heretofore. 


(out of State), 


Action by the Council—On motion of Kress, sec- 
onded by Rogers, and unanimously carried, the follow- 
ing resolution was adopted: 

Resolved, That Doctor Roblee be requested to 
present the Association’s checks for $50 each to the 
Universalists Church and the Congregational Church 
at Riverside on behalf of the California Medical As- 
sociation in appreciation of their generosity. 

A letter was read from the secretary of the Uro- 
logical Section requesting the reimbursement of $15 
198 


expense incurred by that section at Riverside for | 
tern rental, and personal expenses of an operator. It 
was stated that sufficient lanterns were owned by the 
Association to provide one for each section, and that 
section officers were requested at each meeting to 
provide for the operation of the lantern by a member 
of the section. The danger of the establishment of a 
precedent was discussed. 

Action by the Council—On motion of Schaupp, 
seconded by Ullmann, and unanimously carried, the 
following resolution was adopted: 

Resolved, That the bill presented by the Urological! 
Section for rental of extra lantern, movie projector, 
screen and personal expense of an operator at the 
Riverside session be not allowed. 

4. Publicity Program.—Full discussion was had 
the recommendation of Past President Reinle that the 
program of publicity started by the Department of 
Public Relations be continued. 

Action by the Council—On motion of Ullmann. 
seconded by Gibbons, and unanimously carried, the 
following resolution was adopted: 

Resolved, That a program of publicity be continued 

The necessity of a publicity agent was then dis 
cussed, with special reference to the publicity which 
will cover the work of the Committee of Five. 

Action by the Council.—On motion duly made, sec- 


onded and unanimously carried, the following reso- 
lution was adopted: 


Resolved, That the employment of a special pub 
licity agent at $500 per year be discontinued. 
5. Cornish Publicity—Correspondence regarding the 


recent newspaper 
Robert Cornish was presented and discussed. The 
secretary stated that since the experiments were 
carried on at the University of California by a non 
medical individual, the Association had no jurisdiction 
in the matter and the correspondence had been ri 
ferred to the University of California. 

6. Exhibits at Fairs——A letter was read from the 
director of the Department of Public Relations re- 
questing authorization to install exhibits at the Sacra 
mento and Los Angeles fairs and the use of a portion 
of the income from the Herzstein bequest to defray 
the expense. 


publicity on the experiments oi 


Action by the Council—On motion of Gibbons 
seconded by Ullmann, and unanimously carried, the 
following resolution was adopted: 

Resolved, That the California Medical Associatio! 
install exhibits at the Sacramento and Los Angeles 
fairs and that the expense thereof be paid from the 
income of the Herzstein bequest. 

Doctor Kress spoke of the possibility of gatherin: 
photographic data on exhibits from the extensive pul 
lic health exhibits at the Chicago Fair. 

Action by the Council—On motion of Kress, sec 
onded by Pallette, and unanimously carried, the fo! 
lowing resolution was adopted: 

Whereas, Several of the constituent state medic 
units of the American Medical Association maintain 
yearly public health exhibits at their state and count) 
fairs; and 

Whereas, At the Century of Progress International 
Exposition at Chicago, comprehensive exhibits of th 
scientific and other progress of medicine are being 
displayed, which exhibits have great suggestive valu 
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for constituent state and component county medical 
societies interested in producing and maintaining such 
exhibits in their respective districts; and 

Whereas, The amount of definite informative data 
on these matters, in the files of the American Medical 
Association, has not been overgreat; now, therefore, 
be it 

Resolved, That the matter be called to the atten- 
tion of the House of Delegates of the American Medi- 
cal Association at the forthcoming Cleveland session, 
in the hope of securing the endorsement of that House 
to the plan of having the Board of Trustees of the 
American Medical Association order the preparation 
of extensive photographs and other data and informa- 
tion of those exhibits at the Chicago International Ex- 
position, which if duplicated or modified, could be ad- 
vantageously and economically reproduced or used at 
exhibits of constituent state and county medical asso- 
ciations; and be it further 

Resolved, That the California Medical Association 
delegates be instructed to present this resolution to 
the House of Delegates of the American Medical As- 
sociation for its consideration. 

7. Fillers.— A letter from the director of Public 
Relations was presented requesting endorsement by 
the Council of the plan of the Committee on Public 
Relations to furnish a series of concise articles to 
members for use as fillers in monthly bills to patients. 
The necessity of complete control of such publicity 
was pointed out as well as the consideration neces- 
sary in the preparation of the message. 

Action by the Council.——On motion of Kress, sec- 
onded by Pallette, and unanimously carried, the fol- 
lowing resolution was adopted: 


Resolved, That the matter of fillers as contemplated 
by the Committee on Public Relations be referred to 
the Executive Committee for further consideration 
and report. 

8. Membership.—Correspondence from the San Ber- 
nardino County Medical Society requesting that Edwin 
B. Godfrey be granted associate membership was pre- 
sented. 

Action by the Council—On motion of Ullmann, 
duly seconded, the following resolution was adopted: 

Resolved, That Edwin B. Godfrey, San Bernardino, 
be granted associate membership in the California 
Medical Association. 

A request from the Los Angeles County Medical 
Association for granting of retired membership to a 
member who is still in practice was presented and 
was denied on the basis that physicians in active prac- 
tice are ineligible for retired membership. 

Membership data and request of the Ventura County 
Medical Society for granting of retired membership to 
W. R. Livingston was presented. 

Action by the Council—On motion of Ullmann, 
seconded by Phillips, and unanimously carried, the 
following resolution was adopted: 

Resolved, That W. R. Livingston, Camarillo, mem- 
ber of the Ventura County Medical Society, be granted 
retired membership in the California Medical As- 
sociation. 

9. Council Meeting. 

Action by the Council—On motion of Roblee, sec- 
onded by Schaupp, and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That a regular meeting of the Council be 
held at the office of the Association on the fourteenth 
day of July, 1934, at the hour of 9:30 o’clock a. m. of 
said day. 

10. Legal Department.—The general counsel read 
a report on the encroachment of business and politics 
in the field of practice of medicine. 

Action by the Council—On motion of Kress, sec- 
onded by Gibbons, and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That copies of the report of the general 
counsel be furnished the members of the Council and 


the five members of the Committee on Health In- 
surance. 
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*11. (See footnote.) 

*12. (See footnote.) 

*13. (See footnote.) 

*14. (See footnote.) 

bee Hospital Service Plan.—The secretary presented 
a statement of $2,500 for services rendered by the 
general counsel during the past two years in con- 
nection with the hospital service plan for the Alameda 
County Medical Association and including fee to be 
paid Professor Ballentine of the University of Cali- 
fornia for opinion rendered and fee for advisory legal 
services rendered by Mr. Truax of Los Angeles. 

Action by the Council. — On motion of Gibbons, 
seconded by Ullmann, and unanimously carried, the 
following resolution was adopted: 

Resolved, That said statement be approved as ren- 
dered and that the secretary be and is hereby author- 
ized to pay the same. 

*16. (See footnote.) 

*17. (See footnote.) 


18. Auditing Committee.—The chairman announced 
that he had appointed Karl L. Schaupp (chairman), 
O. D. Hamlin, and Morton R. Gibbons as members 
of the Auditing Committee. The appointments were 
approved by the Council. 

19. Committee on Physical Therapy. — The chair- 
man stated that in accordance with councilor action 
he had reappointed the present members of the Com- 
mittee on Physical Therapy: Doctors John S. Hibben 
(chairman), Rodney Atsatt, H. Leslie Langnecker, 
Charles Lowman, and Howard C. Naffziger. 

20. Committee to Parallel Studies of Senate Interim 
Committee.—It was brought to the attention of the 
Council that a member of last year’s Council Com- 
mittee to parallel studies of the Senate Interim Com- 
mittee had resigned at the annual session. The Council 
felt that since appointment of the Committee of Five 
on Health Insurance had been made, there was no 
further need for the continuance of last year’s com- 
mittee. 

Action by the Council—On motion of Kress, sec- 
onded by Gibbons, and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That inasmuch as a new Committee on 
Health Insurance had been appointed, the committee 
appointed last year by the Council to parallel the 
studies of the Senate’s Interim Committee be 
continued. 

21. Basic Science Act.— Doctor Kress _ reported 
briefly on the proposed basic science initiative and 
stated that in 1929 a bill had been prepared. 

Action by the Council—On motion of Kress, sec- 
onded by Rogers, and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That a Basic Science Bill be drafted by 
the chairman of the Committee on the Basic Science 
Act and the chairmen of the subgroups and that it 
be submitted to the Council prior to the next session 
of the legislature with a view of presenting it to the 
legislature. 

22. Codperation with Board of Medical Examiners. 
Resolution No. 1, adopted by the House of Delegates, 
requesting that the Association codperate with the 
Board of Medical Examiners, was presented. It was 
stated that no definite action was at present necessary 
since the Association has always aided the Board in 
any manner that was proper and fit in the opinion of 
the Board and the Council of the Association. 


23. Use of County Hospitals. — Resolution No. 3, 
directing the Council to use the resources of the As- 
sociation to the end that county hospitals be main- 
tained and conducted within the limits of the law, was 
presented, and discussed. 

24. Emergency Relief—Resolution No. 5, recom- 
mending the appointment of a Committee of Three on 
Emergency Relief was discussed. It was stated by 
the Speaker of the House that the committee ap- 
pointed consisted of Doctors Harry H. Wilson (chair- 
man), T. Henshaw Kelly, and Karl L. Schaupp. 


dis- 
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25. Amendments to the Medical Practice Act.— 
Resolution No. 7, recommending amendments to the 
Medical Practice Act re appeals from decisions of the 
Board of Medical Examiners in revocation proceed- 
ings and extension of causes constituting unprofes- 
sional conduct, was discussed. 

Action by the Council—On motion of Gibbons, sec- 
onded by Ullmann, and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That a committee be appointed to bring 
in a report thereon to the Council at or prior to the 
fall meeting. 

26. Health Insurance Committee.— The chairman 
stated that, in accordance with the resolution of the 
House of Delegates, the Speaker had appointed as 
members of the Health Insurance Committee, Doctors 
Alson Kilgore of San Francisco, William R. Molony, 
Sr., of Los Angeles, and Rodney Yoell of San Fran- 
cisco, and that the chairman of the Council had ap- 
pointed Harry H. Wilson of Los Angeles and Robert 
A. Peers of Colfax. 

A letter from the San Francisco County Society 
requesting that they be informed of the personnel of 
the committee and of the progress of the committee 
was read. The secretary was instructed to reply to 
the letter. 

27. Radio Broadcasts.—Resolution No. 9, regarding 
the establishment by the Council of proper rules of 
professional conduct for physicians appearing on radio 
broadcasts, was presented. 

Action by the Council—On motion of Kress, sec- 
onded by Wilson, and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That Resolution No. 8 be referred to 
the Committee on Public Relations for consideration 
and report. 

28. Practice of Radiology and Pathology in Hospi- 
tals—Resolution No. 10, directing the Council to ap- 
point a special committee of five to contact western 
hospital associations and to study relations between 
each hospital's pathology and radiology department 
and the pathologist and radiologist in charge, was 
discussed. 

Action by the Council—On motion of Pallette, sec- 
onded by Ullmann, and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That the Committee on the Practice of 
Radiology and Pathology in hospitals be appointed by 
the chairman of the Council. 

The chairman of the Council named Charles A. 
Dukes (chairman), Morton R. Gibbons, Henry J. UIl- 
mann, A. H. Zeiler, and L. S. Goin to serve as mem- 
bers of the committee. 

29. Fee Schedule for X-Ray Work. — Resolution 
No. 12, regarding the dual fee schedule for x-ray work 
for the Industrial Accident Commission, was dis- 
cussed. 

Action by the Council—On motion of Ullmann, 
seconded by Peers, and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That a committee on the x-ray fee sched- 
ule be appointed by the chairman of the Council to 
consider the subject and report thereon. 

The chairman named Doctors George G. Reinle 
(chairman), Morton R. Gibbons, Philip Stephens, 
Louis Packard, and Barton Powell, Sr., to serve as 
members of this committee. 

30. Press and the Medical Profession.—Resolution 
No. 13, directing the Council to take such action as 
would create a more sympathetic understanding be- 
tween the press and the medical profession, was dis- 
cussed and on motion of Wilson, seconded by Schaupp, 
and unanimously carried, the following resolution was 
adopted: 

Resolved, That the problem of relationship of the 
press and the medical profession be referred to the 
Committee on Public Relations. 

31. Advertising in Journal.—The secretary presented 
a report on advertising in the JourNAL, stating that 
the total advertising for the first four months of 1934 


amounted to $7,560.25 as compared with $7,328.96 dur- 
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ing the first four months of 1933; that three new « 
quarter page advertisements had been secured to r 
for one year, commencing with the April issue, 
one one-quarter page, commencing with the June issue 


32. Journal Costs.—A letter was read from the 
James H. Barry Company, publishers of the Jouryat, 
stating that the costs of publication, both as to stock 
material and labor, had been increased during the past 
year because of the NRA codes, and asking that an 
increase in price in such amount as the Associat 
may see fit be allowed. The editor and other member 
of the Council commented on the excellent mechanical 
set-up of the JourNaAL and the splendid codperation of 
the Barry Company, who had been the printers of the 
official JourNaAL from the time it was founded. It was 
felt that Doctor Kress should discuss the matter with 
the Barry Company and report thereon. 

Action by the Council—On motion of Schaup; 
seconded by Phillips, and unanimously carried, 
following resolution was adopted: 

Resolved, That Doctor Kress be delegated to con- 
tact the Barry Company and submit a report to the 
Executive Committee, which shall have power to act 


33. Exchange Copies of Journal—A request was 
read from the Minnesota Medical Society for an addi- 
tional exchange copy of CALIFORNIA AND WesTeRN 
Menpicine for use by the Committee on Medical Eco- 
nomics. 

Action by the Council.—On motion of Kress, sec- 
onded by Ullmann, and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That the request of the Minnesota Medi 
cal Society for an additional exchange copy of the 
JourNnav be granted, provided a copy of the Minnesota 
State Journal is sent President Toland in return. 


34. Sales Tax on California and Western Medicine. 
A letter was read from the Barry Company regard- 
ing the State Sales Tax and the possibility of exemp- 
tion on the basis of a scientific publication. The letter 
was referred to Mr. Peart for reply. 

35. Reprint of Journal Article——Doctor Kress stated 
that Dr. Roscoe Grey, medical director of the Aetna 
Company, had asked permission to reprint the article 
by Senator Ralph E. Swing, “Malpractice—As an At- 
torney Sees It,” which was published in the April 
issue of the JourNaL, and that he had granted the 
request. No objection. 

36. Lawyers’ Club.—The reply of the general coun 
sel to a letter and resolution of the Lawyers’ Club of 
Los Angeles, which proposed federal relief for pro- 
fessional men, was read. The letter was placed on file 

37. Fees of Cultists.— Correspondence from a | 
Angeles physician and the Board of Medical Fx- 
aminers, regarding fee paid to a cultist, was read. No 
action taken. 

38. Public Relations Committee.— Doctor Toland 
announced that the Committee on Public Relations 
had met and elected Doctor Dukes chairman of the 
Committee on Public Relations, subject to the 
proval and confirmation of the Council. 

Action by the Council—On motion of Ullmann 
duly seconded, and unanimously carried, the following 
resolution was adopted: 

Resolved, That the election of Charles A. Dukes 
chairman of the Committee on Public Relations 
said committee be approved. 

39. Resolution of Appreciation—The secretary p! 
sented the resolution of appreciation of the Asso 
tion’s cooperation, which was adopted by the Wom 
Auxiliary at Riverside. 

Action by the Council—On motion of Rogers, s 
onded by DeLappe, and unanimously carried, the | 
lowing resolution was adopted: 

Resolved, That the resolution of appreciat 
adopted by the Woman's Auxiliary be accepted \ 
thanks. 

40. Membership in Association—Doctor Ullm 
raised a question on the present status of a men 
residing and practicing in Ventura County, who | 
been admitted to membership in the Los Angeles 
County Medical Association. 
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Doctor Wilson stated that after reviewing the cir- 
cumstances, the Los Angeles County Medical As- 
sociation had decided that the physician’s election 
had taken pkace through misunderstanding of the 
geographical status and that if the physician could not 
be legally elected a member of the Los Angeles 
County Medical Association, the said membership 
would naturally be abrogated. 


41. State Emergency Relief.— Doctor Kelly stated 
that he had been contacted by the office of the State 
Emergency Relief and had advised Mr. Roy Pilling, 
director of Profession and Technical Service, that a 
committee of three had been appointed to handle the 
whole problem of emergency relief. The scope and 
powers of the committee were then discussed, and it 
was stated that the committee should have power to 
appoint advisory members if desired. 

Doctor Wilson read a proposed plan of medical re- 
lief in conjunction with the Federal Emergency Relief 
in California. 

Action by the Council—On motion of Pallette, sec- 
onded by Toland, and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That the Council approve in principle the 
statements made and that the Committee of Three be 
authorized to take any steps necessary to carry out 
the plan with power to act. 

42, Department of Public Relations. — Discussion 
was had of the work of the Department of Public 
Relations. Doctor Toland outlined the work contem- 
plated for the next year as discussed in the meeting 
of the Committee on Public Relations held today. 

43. Recess—At this point a recess of the Council 
was taken for luncheon. 


¥ vy y 


44. Call to Order.—The chairman called the meet- 
ing to order after the recess. 

Present.—Doctors Ullmann, Phillips, Rogers, Harris, 
Pallette, Schoff, Dukes, Peers, Roblee, Kiger, Kress, 
Toland, Wilson and Kelly, and General Counsel Peart. 

Absent.—Doctors Gibbons, Schaupp, Hamlin, How- 
son, DeLappe, Tanner, and Pope. 

The chairman, with the consent of the members of 
the Council, asked Doctor Ullmann to serve as secre- 
tary of the meeting. 

The chairman of the Council stated that for some 
time he had had conversations with the secretary- 
treasurer and that she had continued to serve as 
secretary-treasurer to carry out the wishes of the 
Council, and he then presented a letter of resignation 
on her behalf as follows: 

“San Francisco, California, 
“May 26, 1934. 
“To the Council of the California Medical Association: 
“Gentlemen: 


“Realizing that the activities inaugurated at the re- 
cent House of Delegates meeting will require a type 
of public service different from that required of the 
Secretary-treasurer of the California Medical Associ- 
ation heretofore, and to which I am by nature un- 
suited, I herewith submit my resignation as secretary- 
treasurer of the California Medical Association to be 
accepted by the Council at such time as it may see fit. 

“Very truly yours, 
“(Signed) Emma W. Pope.” 


Doctor Dukes stated at this point that the director 
of the Department of Public Relations had conferred 
with him and had requested him to present the follow- 
ing letter to the Council: 

“San Francisco, May 26, 1934. 
lo the Council of the California Medical Association: 
“Gentlemen: 


“IT hereby tender my resignation as Director of the 
Department of Public Relations of the California 
Medical Association to take effect at such time as the 
Council see fit. 

“Yours very truly, 
“(Signed) Watter M. Dickie.” 
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General discussion was had of the situation of the 
Association, with particular reference to pending eco- 
nomic and political problems faced by the profession. 
The advisability of obtaining a physician especially 
fitted for public activities of varied kinds and in vari- 
ous places in addition to the necessary work in the 
offices of the Association to serve as executive officer, 
was discussed and after full consideration of the 
matter the following resolution was offered by Doctor 
Toland and seconded by Doctor Pallette: 

Whereas, The secretary-treasurer and the director 
of the Department of Public Relations have presented 
resignations to the Council to take effect at the 
pleasure of the Council; and 

Whereas, The problems confronting the medical 
profession and the California Medical Association to- 
day are such that it may be necessary to have as an 
executive officer of the Association a physician capa- 
ble of a variety of public activities and travel about 
the State, in addition to the work in the office of the 
Association; and 

Whereas, The selection of such a qualified physician 
will require considerable investigation and may re- 
quire some time; therefore, be it 

Resolved, That the Council express its deepest 
thanks to Dr. Emma W. Pope for her long, efficient 
and loyal service as secretary-treasurer and to Doctor 
Dickie for his like service as director of the Depart- 
ment of Public Relations, and that the Council request 
them to continue to serve the California Medical As- 
sociation in their respective positions until such time 
as a determination of personnel requirements is arrived 
at; and be it further 

Resolved, That a Committee of Three be appointed 
by the chairman to survey the United States to find 
the most suitable physician of requisite experience and 
ability to serve the California Medical Association in 
the conjoint position of secretary and director of the 
Department of Public Relations. 

After full discussion the resolution was unanimousby 
adopted. 

The Council named Doctors Toland, 
Dukes to serve on this committee. 

44. Committee of Five —Discussion was had of the 
name of the Committee of Five created by the House 
of Delegates, which is to study health insurance. 
Pallette, 
resolution was 


Harris, and 


Action by the Council.— On motion of 
seconded by Dukes, the following 
adopted: 

Resolved, That the said committee be requested to 
select its own name and to report to the Council. 

45. Adjournment.—There being no further business, 
on motion of Dukes, seconded by Toland, the meeting 
adjourned. 

T. HensHaw Ke tty, Chairman. 
EMMA W. Pope, Secretary. 
* * * 


Minutes of the Two Hundred and Twenty-Eighth 
Meeting of the Council of the California 
Medical Association 


Held in the offices of the California Medical As- 
sociation, Room 2004, 450 Sutter Street, San Fran- 
cisco, Saturday, July 14, 1934, at 9:30 a. m. 

Present.—Doctors Robert A. Peers, president-elect; 
T. Henshaw Kelly, chairman of Council; Councilor 
W. W. Roblee; Secretary Emma W. Pope; and Gen- 
eral Counsel Hartley F. Peart. 

Absent.—Doctors Clarence G. Toland, president; 
Edward M. Pallette, speaker; Councilors C. O. Tan- 
ner, Carl R. Howson, H. J. Ullmann, Fred R. 
DeLappe, A. L. Phillips, Karl L. Schaupp, O. D. 
Hamlin, C. E. Schoff, Henry S. Rogers, J. B. Harris, 
Harry H. Wilson, W. H. Kiger, M. R. Gibbons; 


* Minutes 11, 12, 13, 14, 16, and 17 refer to matters still 
under consideration by the Council. Publication will be 
made in due time. 
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George H. Kress, editor; Charles A. Dukes, chairman 
of Committee on Public Relations. 

1. Call to Order.—The meeting was called to order 
by the chairman, T. Henshaw Kelly. A quorum was 
not present. 

Thereupon, on motion duly made, seconded and 
unanimously carried, the meeting was adjourned until 
July 28, 1934, at 9:30 o’clock a. m. 

T. HensHaw Ke tty, Chairman. 
Emma W. Pope, Secretary. 
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Minutes of the Adjourned Two Hundred and Twenty- 
Eighth Meeting of the Council of the California 
Medical Association 


Held in the offices of the California Medical As- 
sociation, Room 2004, 450 Sutter Street, San Fran- 
cisco, Saturday, July 28, 1934, at 9:30 a. m. 

Present.—Doctors Clarence G. Toland, president; 
Robert A. Peers, president-elect; Edward M. Pallette, 
speaker; T. Henshaw Kelly, chairman of Council; 
Councilors W. W. Roblee, C. O. Tanner, Carl R. 
Howson, H. J. Ullmann, Fred R. DeLappe, A. L. 
Phillips, Karl L. Schaupp, Henry S. Rogers, Junius 
B. Harris, Harry H. Wilson, W. H. Kiger; Charles 
A. Dukes, chairman Committee on Public Relations; 
Emma W. Pope, secretary; George H. Kress, editor; 
and Hartley F. Peart, general counsel. 

Absent.—Doctors O. D. Hamlin, M. R. 
and C. E. Schoff. 

1. Call to Order.—The meeting was called to order 
by the chairman, T. Henshaw Kelly. 

*2. (See footnote.) 

3. Minutes of the Council.—A letter was presented 
from Doctor Kress regarding approval of Council 
minutes. It was suggested that the approval of min- 
utes be secured by mail so that publication could be 
made in the JourNaAL shortly after the meeting. 


Gibbons, 


Action by the Council—On motion of Kress, sec- 

onded by Howson, and unanimously carried, the fol- 
lowing resolution was adopted: 
That the first draft of minutes be sent 
to the president, president-elect, speaker, chairman of 
the Council, chairman of the Executive Committee, 
and the editor, by the secretary, as authorized by 
previous councilor action; that the revised draft be 
then sent to all members, who shall immediately send 
their approval thereof or any suggestions thereon to 
the office of the secretary; and that the chairman be 
authorized to submit the minutes to the editor within 
seven days following the mailing of same to Council 
members for publication in the JourNAL. 


Resolved, 


Minutes of the two hundred and twenty-seventh 
meeting of the Council were presented for approval. 


Action by the Council—On motion of Peers, sec- 
onded by Dukes, and unanimously carried, the follow- 
ing resolution was adopted: 

Resolved, That the minutes of the two hundred and 
twenty-seventh meeting of the Council, as mailed to 
all councilors, be approved. 

It was agreed that in publication of the minutes of 
the two hundred and twenty-seventh meeting of the 
Council, publication of certain items dealing with 
status of members should be deferred until final action 
was had. 

4. Organization Meeting of the Committee of Five. 
Doctor Wilson stated that a second meeting of the 
committee had been held and the reports of individual 
members on personnel for the study had been con- 
sidered and that Gordon S. Watkins, professor of 
economics of the University of California at Los An- 
geles, would act as consulting economist and that 
Paul A. Dodd, assistant professor of economics of the 
University of California at Los Angeles, would con- 
duct the survey; that a tentative budget covering the 
first six months had been worked out and that con- 
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sideration was at present being given to assistance 
offered by the State Emergency Relief Administration 
in the matter of field workers. 

Action by the Council—On motion of Wilson, 
seconded by Ullmann, and unanimously carried, the 
following resolution was adopted: 

Resolved, That the report of the committee as sub- 
mitted by Doctor Wilson be adopted and the com- 
mittee be authorized to make such arrangements as 
are necessary to carry out the survey along the | 
indicated. 

Further action by the Council. — On motion 
Schaupp, seconded by Rogers, and unanimously 
ried, the following resolution was adopted: 


Resolved, That the chairman of the Council and 
the secretary be authorized to execute any contracts 
or agreements compatible with the preceding reso- 
lution, necessary to insure that the work of the Com- 
mittee of Five be carried on. 

5. Financial Statement.—Financial statement for the 
month of May, 1934, was presented by the secretary 
and on motion of Schaupp, seconded by Ullmann, was 
approved. 

6. Membership.—A request from the Sonoma County 
Society for the granting of retired membership to one 
of its members was received. 

The secretary was instructed to call the attention 
of the Sonoma County Society to Article IV, Sec- 
tion lc of the Constitution, which makes it obliga- 
tory that physicians shall have been active members 
of the Association for ten years prior to the granting 
of retired membership and which precludes the grant- 
ing of retired membership in the case requested. It 
was suggested that the Sonoma County Society's at- 
tention be called to the fact that the member would 
be eligible for retired membership next year. 

7. Articles in Journal—Doctor Kress presented a 
letter addressed to a member of the Association re- 
garding publicity in the JourNAL. 

Action by the Council. — On motion duly made, 
seconded and carried, the following resolution was 
adopted: 

Resolved, That the letter of the editor be approved 

Doctor Kress presented an article which had been 
submitted for publication under the Department of 
Public Relations column, which he believed contained 
undesirable propaganda and on which he had withheld 
publication. 

Action by the Council—On motion of Toland, sec- 
onded by Dukes, and unanimously carried, the follow- 
ing resolution was adopted: 

Resolved, That the action of the editor be approved. 

8. Complimentary Copy of Journal.— The editor 
presented a request from the Science Museum of Lon- 
don that they be placed on the complimentary list of 
CALIFORNIA AND WESTERN MEDICINE. 

Action by the Council.—On motion of Pallette, sec- 
onded by Ullmann, and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That the request of the Science Museum 
Director to be placed on the complimentary mailing 
list of the JourNaL be granted. 

9. Journal Costs.—Doctor Kress stated that, in ac- 
cordance with the action of the Council, he had taken 
up the question of cost of publication of the Journal 
with the James H. Barry Company. Doctor Kress 
stated that since the inauguration of the NRA codes 
the cost of publication had been increased materially, 
both as to material and labor, and that after a thor- 
ough review of all angles of the problem, he con- 
sidered an increase of $100 per month on the base 
price fair. 

Action by the Council.—On motion of Kress, sec- 
onded by Rogers, and unanimously carried, the follow- 
ing resolution was adopted: 

Resolved, That the base cost price of printing the 
Journat be increased by $100 per month, provided that 
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at the end of six months a resurvey of the question 
be made and a report made to the Executive Com- 
mittee or the Council for consideration. 


The general counsel brought up the question of the 
State Sales Tax on Journats sold. 


*10. (See footnote.) 
*11. (See footnote.) 


12. Date of Annual Session.— Discussion was had of 
the date of the next annual session to be held at the 
Yosemite National Park. 

Action by the Council—On motion of Pallette, sec- 


onded by Dukes, and unanimously carried, the follow- 
ing resolution was adopted: 


Resolved, That the date of the next annual session 
be set as May 13, 14, 15, and 16, 1935. 

13. Emergency Relief.— A questionnaire was pre- 
sented from the American Medical Association re- 
lating to federal emergency relief. 

Action by the Council. — On motion of Pallette, 
seconded by Phillips, and unanimously carried, the 
following resolution was adopted: 

Resolved, That the questionnaire be referred to the 
Committee on Emergency Relief for reply. 

14. Hospital Service Forms.—The request of the 
San Francisco Hospital Conference for copies of the 
forms prepared for the Mutual Hospitals-Alameda 
County was presented. Full discussion of the matter 
of distribution of the forms was then had. 

_ It was felt that all requests for forms should come 
from the county medical societies, who could then 
control any publicity thereon. 

Action by the Council.—On motion of Dukes, sec- 
onded by Pallette, and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That the San Francisco County Medical 
Society be given copies of the forms prepared for the 
Mutual Hospitals-Alameda County and that all future 
requests be acted on individually. 

*15. (See footnote.) 


16. Compensation Cases. — The chairman read a 
resolution which had been presented by the Alameda 
County Medical Association dealing with compensa- 
tion cases. 

Action by the Council—On motion of Dukes, sec- 
onded by Tanner, and unanimously carried, the follow- 
ing resolution was adopted: 

Resolved, That the resolution be referred to the 

legal counsel. 
_ 17, Woman’s Auxiliary.— A letter was presented 
irom the retiring president of the Woman’s Auxiliary 
suggesting that the Council outline a policy and pro- 
gram for the Auxiliary. 

Action by the Council.—On motion of Pallette, sec- 
onded by Toland, and unanimously carried, the follow- 
ing resolution was adopted: 

Resolved, That the letter from the retiring president 
of the Woman’s Auxiliary be referred to the Com- 
mittee on Associated Societies and Technical Groups. 
_ 18. Illness of Doctor Cushman.—Doctor Harris in- 
formed the Council that Dr. Ruggles A. Cushman was 
to be operated on during the following week. 

Action by the Council—On motion of Ullmann, 
seconded by Schaupp, and unanimously carried, the 
following resolution was adopted: 

Resolved, That a telegram be sent to Dr. Ruggles 
A. Cushman expressing the sympathy of the Council 
and that Doctor Harris be delegated to deliver in per- 
son a letter conveying the Council’s deep regret on 
Doctor Cushman’s illness and wishing him a speedy 
recovery. 

19. Secretary-Treasurer and Director of Department 
of Public Relations.—Clarence Toland reported on the 
contact made by the Committee of Three appointed 
by the Council to survey the United States to find the 
most suitable physician of requisite experience to fill 


ye office of secretary-treasurer and director of Public 
Relations. 
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A letter from F. C. Warnshuis, secretary of the 
Michigan State Society, was read, and the whole ques- 
tion was discussed in detail. 

Action by the Council.— On motion of Pallette, 
seconded by Ullmann, and unanimously carried, the 
following resolution was adopted: 

Resolved, That the report of the committee be 
accepted with thanks and its recommendations be 
accepted and that the Council offer the secretary- 
treasuryship and the directorship of the Department 
of Public Relations to Dr. Frederick C. Warnshuis of 
Grand Rapids, Michigan, at a salary of $10,000 a year, 
commencing October 1, 1934. 

20. Resolution of Thanks to Doctors Emma W. 
Pope and Walter M. Dickie—On motion duly made, 
seconded and unanimously carried, the following reso- 
lution was adopted: 

Whereas, The secretary-treasurer and the director 
of the Department of Public Relations have submitted 
resignations to take effect at the pleasure of the 
Council; and 

Whereas, The Council by previous resolution re- 
quested them to continue to serve the Association 
until a determination of personnel requirements were 
arrived at; and 

Whereas, They have loyally consented to do so and 
have so served; and 

Whereas, Doctor F. C. Warnshuis has accepted an 
offer to serve the Association in the dual capacity of 
secretary-treasurer and director of the Department of 
Public Relations; therefore, be it 

Resolved, That the Council of the California Medi- 
cal Association accept the resignation of the secretary- 
treasurer, Emma W. Pope, M. D., and of the director 
of the Department of Public Relations, Walter M. 
Dickie, M. D., to take effect September 30, 1934; and 
be it further 

Resolved, That the Council express to Emma W. 
Pope, M. D., its heartfelt thanks for her long, capable, 
and loyal service as secretary-treasurer of the Cali- 
fornia Medical Association and its deep personal affec- 
tion for herself; and be it further 

Resolved, That the Council express to Walter M. 
Dickie, M.D., its appreciation of his effective and 
loyal work as director of the Department of Public 
Relations, as well as the high regard it holds for him. 

21. Clinical Laboratories—Doctor Rogers brought 
up the question of standardization and inspection of 
clinical laboratories throughout the State. 

Action by the Council—QOn motion of Ullmann, 
seconded by Phillips, and unanimously carried, the 
following resolution was adopted: 

Resolved, That the question of the inspection and 
standardization of clinical and x-ray laboratories 
throughout the State be referred to the Department 
of Public Relations, and the general counsel to draft 
a tentative bill therefor and to report thereon to the 
Council at the September meeting. 

*22. (See footnote.) 


23. Antivivisection Law.—Doctor Toland stated that 
he had discussed the vivisection acts with men repre- 
senting about ten different states and that he was very 
much impressed with the act of Omaha, Nebraska. 
Doctor Toland then read a copy of the Act, which was 
filed. 

24. Date of Council Meeting.—Discussion was had 
of the date of the next meeting of the Council and on 
motion duly made, seconded and carried, the matter 
was referred to the Executive Committee with power 
to act. 

25. Adjournment.—There being no further business, 
the meeting adjourned. 


T. HensHAw Ke Lty, Chairman. 
Emma W. Pope, Secretary. 
* Minutes 2, 10, 11, 15, and 22 refer to matters still under 


consideration by the Council. Publication will be made in 
due time. 
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COMPONENT COUNTY MEDICAL 
SOCIETIES 
HUMBOLDT COUNTY 


The Humboldt County Medical Society held its 
regular July meeting on the 19th at the Humboldt 
County Tuberculosis School. 

Dr. P. H. Pierson of San Francisco held a Clinic on 
Tuberculosis during the day, to which many members 
brought patients for diagnosis and information. 

After dinner, furnished by the nurses at the school, 
Doctor Pierson discussed Diseases of the Chest, using 
many roentgen photographs to illustrate his remarks. 
The paper was followed by an interesting discussion. 

An invitation by Doctor Stegeman to hold the 
August meeting at Crescent City was unanimously 
accepted. Dinner at the Knapp Hospital will be fol- 
lowed with a paper by an Oregon physician. The date 
of the meeting was set for August 16. 


7 7 7 


The Humboldt County Medical Society met on the 
evening of August 16 in Crescent City, Del Norte 
County, as the guests of the Knapp Hospital, with 
Doctor Stegeman as chairman. 

Twenty-six doctors attended the meeting, the ma- 
jority driving ninety miles, and arriving in time for a 
seven o'clock dinner, served at the hospital. 

Dr. James Hayes of Medford, Oregon, spoke on 
Fractures of the Long Bones, and Dr. George K. Rhodes 
of San Francisco talked on Drainage of the Abdomen 
and Traumatic Injuries to the Abdomen. These papers 
well repaid the members for attendance, and the 
speakers expressed themselves as very much satisfied 
with their reception and entertainment. 

Lawrence A. WING, Secretary. 


2 


SOLANO COUNTY 


The July 10 meeting of the Solano County Medical 
Society was held at the Napa Country Club, in con- 


junction with the members of the Napa County Medi- 
cal Society. 

At 1 p. m. the 
several 
Hospital at Mare Island, participated in an impromptu 
golf tournament at the Country Club in Napa. Follow- 


of both 
medical staff 


members 
members of the 


societies, with 
of the Naval 


ing this an informal gathering, with 
was held at the clubhouse. 

At 7 p. m. forty-five members of both societies, 
with invited guests, sat down to dinner in the main 
dining room of the clubhouse. Dr. Fred Heegler of 
Napa acted as master of ceremonies, introducing 
guests of the evening and calling on several for short 
remarks. 

Following the dinner the members of both societies 
were joined by a large number of Napa and Solano 
County dentists and nurses to enjoy the address given 
by Dr. Karl Myer, professor of bacteriology at the 
University of California Medical School. Doctor Myer 
chose as his topic the very timely subject, Poliomyelitis, 
which he illustrated with a motion picture, stressing 
treatment of this disease. This paper was one of the 
most interesting ever delivered before the members 
of these two societies. 

The next meeting of the Solano County Medical 
Society will be held the first Tuesday evening in Sep- 
tember, at which time the members will be hosts to 
the members of the Solano County Bar Association. 
At this meeting the discussion will be confined to 
medical and legal aspects of interest to both pro- 
fessions, Ambrose J. Ryan, Secretary. 


refreshments, 


CHANGES IN MEMBERSHIP 
New Members (12) 


Humboldt County—Francis M. Stump. 

Los Angeles County—Stanley Anderson, Everett W. 
DeLong, LeGrande Hall, Paul M. Hamilton, Paul E 
Mc Master, Charles Stein. 
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Orange County——Edmund F. Cain. 

San Bernardino County.——Daniel Beltz, George E, 
Noggle. 

San Diego County—Andrew J. Hoefer. 

San Mateo County.—J. Garwood Bridgman. 


Resigned (1) 
William A. Alton, from San Diego County. 


du Memoriam 


Bell, Harry Dudley. 


Died at Oakland, August 4, 
1934, age 56. 


Graduate of Cooper Medical College, 
San Francisco, 1904, and licensed in California the 
same year. Doctor Bell was a member of the Alameda 
County Medical Association, the California Medical 
Association, and a Fellow of the American Medical 
Association. 

* 


Dillon, G. Parker. Died at Sacramento, July 17, 
1934, age 62. Graduate of the Wayne University ( 
lege of Medicine, Detroit, 1896. Licensed in California 
in 1904. Doctor Dillon was a member of the Sacra- 
mento Society for Medical Improvement, the ( 
fornia Medical Association, and a Fellow of 
American Medical Association. 


* 


Francis, Loftus Harley. Died at Cotati, July 
1934, age 75. Graduate of California Eclectic Medical 
College, Los Angeles, 1897, and licensed in California 
the same year. Doctor Francis was a retired member 
of the Sonoma County Medical Society, the California 
Medical Association, and the American Medical As- 
sociation. 


+ 


Hart, Trusten Mitchell. Died at Los Angeles, July 
14, 1934. Graduate of the University of California 
Medical School, San Francisco, 1911, and licensed in 
California the same year. Doctor Hart was a member 
of the Los Angeles County Medical Association, the 
California Medical Association, and a Fellow of the 
American Medical Association. 


+ 


McMullin, Smith. Died at San Francisco, August 9 
1934, age 69. Graduate of the Kansas Medical ‘| 
lege, Topeka, 1900. Licensed in California in 1901 
Doctor Smith was a member of the Yuba-Sutter 
County Medical Society, the California Medical -\s- 
sociation, and the American Medical Association 


* 


Queirolo, Caesar A. Died at Oakland, July 18, 1934, 
age 68. Graduate of the Universite de Geneve Faculte 
de Medecine, Switzerland, 1897. Licensed in Cali 
fornia in 1898. Doctor Queirolo was a member of t! 
Alameda County Medical Association, the Califor 
Medical Association, and a Fellow of the Amet 
Medical Association. 


+ 


Utley, Jay Hathaway. Died at Beverly Hills, July 
12, 1934, age 76. Graduate of Bellevue Hospital Medi- 
cal College, 1883. Licensed in California in 
Doctor Utley was an honorary member of the Los 
Angeles County Medical Association, the California 
Medical Association, and the American Medical 
sociation. 

* 


Wheeler, Ernest Paul. Died at Selma, July 27, 1° 
age 56. Graduate of the State College of Physi 
and Surgeons, Indianapolis, 1907. Licensed in ( 
fornia in 1923. Doctor Wheeler was a member 0! 
the Fresno County Medical Society, the California 
Medical Association, and the American Medical 
sociation. 
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THE WOMAN'S AUXILIARY TO 
THE CALIFORNIA MEDICAL 
ASSOCIATION * 


MRS. PHILIP SCHUYLER DOANE ........0........00.00.... President 
MRS. ELMER BELT........ Editor and Chairman of Publicity 





Woman's Auxiliary National Convention—Its 
Highlights t 


A Letter from the President of the California 
Auxiliary 
Dear Auxiliary Members: 

The twelfth annual meeting of the Woman’s Auxili- 
ary to the American Medical Association was held 
from June 11 to 16 in Cleveland. The Carter Hotel, 
our headquarters, provided adequate space for all of 
our meetings, conferences, exhibits, and registration, 
on the mezzanine floor and also in the suites of Presi- 
dent Blake and ‘President-Elect Tomlinson. The 
arrangement was eminently satisfactory, and added 
greatly to the convenience of everyone. 

On Sunday, the 10th, large numbers of out-of-town 
members and guests arrived. The members of the 
Registration Committee, under the able direction of 
Mrs. Eben Carey of Wisconsin, were most courteous 
and opened their booth to begin work in earnest, al- 
though official registration was not scheduled to com- 
mence until the following day. 

There is no organized Woman’s Auxiliary in the 
state of Ohio. The task of arranging for the hospi- 
tality and entertainment of Auxiliary members and 
guests, therefore, was given over to a group of Cleve- 
land women, headed by Mrs. Clyde L. Cummer, wife 
of the president of the Ohio State Medical Associ- 
ation. Mrs. Cummer proved herself a superlative con- 
vention chairman. Her committees, made up entirely 


of Cleveland women, were well organized, most effi- 
cient and most gracious. 


Our national president, Mrs. James Blake, greeted 
members on Sunday afternoon in a charming manner. 
She made everyone feel most welcome, and expressed 
her own personal appreciation of the effort that had 


been made by each one to be present at the con- 
vention. 


_ Conferences were held Sunday evening, following an 
informal supper in Mrs. Blake’s suite, of the members 
of the national board who had arrived in Cleveland. 

Monday an all-day session of the board was held— 
the pre-convention board meeting. Mrs. Blake made 
a short report, followed by the reading of the minutes 
of the mid-year board meeting. Announcements were 
made, and then came the reports of the chairmen of 
the standing committees which, in most cases, were 
followed by recommendations of the chairmen. These 
recommendations were, in the main, approved and re- 
ferred to the delegates for final adoption. Interesting 
discussions on matters of policy added color to this 
part of the program. 


lhe president then appointed the chairman and two 
members of the Nominating Committee, and the re- 
maining six members of this committee were balloted 
t lhe procedure is for the chairman of each Stand- 
g Committee to nominate one member of her com- 
after which a ballot is taken for the election 


_" As county auxiliaries to the Woman’s Auxiliary to the 
California Medical Association are formed, the names of 
their officers should be forwarded to Mrs, Elmer A. Belt, 
‘hairman of the Publicity and Publications Committee, 
) Live Oak Drive, Los Angeles. Brief reports of county 
auxiliary meetings will be welcomed by Mrs. Belt and 
must be sent to her before publication takes place in this 
column. For lists of state and county officers, see adver- 
Using page 6. The Council of the California Medical As- 





Soclation has instructed the editor to allocate one page in 
every issue for Woman’s Auxiliary notes. 
+In order to present the full report of the national 
request was made to the Committee on Publica- 
tions to print the same in one issue, with waiver of space 
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of six women to serve with the three already ap- 
pointed. Mrs. Percy was elected, and Mrs. Doane was 
appointed by Mrs. Blake, which gave California two 
members on the Nominating Committee. 

The revisions report was the last one to be taken 
up; and after considerable discussion it was agreed 
unanimously to table it. This means no new constitu- 
tion or by-laws for at least another two years, as the 
Revisions Committee may or may not present another 
set for action at the next annual meeting. 

Following adjournment of this pre-convention meet- 
ing, the outstanding Auxiliary social function took 
place: a delightful dinner given in honor of the past 
presidents. This affair was largely attended. Mrs. 
Willard Bartlett of Missouri graciously presided, read 
telegrams from Mrs. Samuel Clark Red of Texas, the 
first president of the National Auxiliary, and others 
who could not be present, and then presented three 
past presidents, Mrs. Hunsberger and Mrs. McGloth- 
lan, who made happy acknowledgments, and our own 
Mrs. Percy, who gave a brief address which was 
enthusiastically received. We should regard with pride 
the position California has attained, due in a large 
measure to the efforts of Mrs. Percy, who is held in 
affectionate esteem by everyone in the national organi- 
zation. 

On Tuesday an equally delightful innovation, in the 
form of a “Southern breakfast,” was held. This affair 
honored Mrs. Southgate Leigh of Virginia, president 
of the Southern Medical Auxiliary, Mrs. Blake and 
Mrs. Tomlinson. An added feature was the presence 
at the breakfast of many prominent men of the Ameri- 
can Medical Association, and the Southern Medical 
Association, many of whom spoke and paid tribute to 
the magnificent administration of Mrs. Blake, and at- 
tested their own interest in the work of the Auxiliary 
and its value to the Medical Association. Immediately 
after breakfast all adjourned to meet in the commodi- 
ous assembly room assigned for our general session. 

The opening business session of our annual conven- 
tion was called to order by Mrs. Blake. Following 
the invocation, Mrs. Blake extended a welcome to the 
delegates, alternates and guests, and introduced Mrs. 
Cummer, the convention chairman, who outlined 
briefly the program that was in store for us, and who 
extended a very cordial invitation to everyone to par- 
ticipate in all entertainments. Mrs. Elmer Whitney of 
Detroit responded with a few well-chosen words. The 
“In Memoriam” service, to honor the memory of 
our departed members, was impressively beautiful and 
exquisitely carried out by Mrs. Frank Haggard of 
Texas, with appropriate vocal accompaniments by Mrs. 
Charles P. Corn of South Carolina. 

Mrs. Blake gave a very comprehensive report of 
the activities and accomplishments of the Auxiliary 
for the past year, stressing our needs and stimulating 
a more complete understanding of our responsibilities 
and ideals. She also paid high tribute to the work 
of the chairmen of several committees and accorded 
praise to many States for work done in promoting 
health education, to a few states for definite legislative 
efforts which had been authorized by their respective 
advisory councils. After hearing Mrs. Blake, each one 
was fired with a determination to work more diligently 
for the organization that offers such great possibili- 
ties of service. It was gratifying to hear that our 
membership numbers about 15,000, with thirty-nine 
states represented at this time. 

The national treasurer’s report was received with 
enthusiasm. The budget had not been exceeded this 
year, and the balance on hand had increased to a 
marked degree. It was Mrs. Percy’s wish that $500 
be transferred from the general fund to the Corinne 
Keen Freeman Revolving Fund, which now amounts 
to over $800. This fund is used by the incoming presi- 
dent, if necessary, for current expenses of the Auxili- 
ary, until such time as the dues are paid, and any and 
all amounts thus expended are returned to the Fund 
before the end of the year. The annual budget for 
1934-1935 is $3,100. The financial status of the Auxili- 
ary is excellent. 
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The annual reports of the Program chairman and 
the chairman of Public Relations were particularly 
interesting. Mrs. McGlothlan, chairman of Program 
and Health Education, pointed out, among other items, 
the necessity to reprint certain study envelopes, and 
announced the issue of two new sets—one on milk, 
and the other on prevention of blindness. Mrs. David 
Long, chairman of Public Relations, said in part: “We 
cannot overemphasize the importance of training for 
our members. The self-education part of our program 
is increasingly important.” Her recommendation “that 
county chairmen of Public Relations secure the use 
of Hygeia news sheets in local press” was adopted. 
She also urged the promotion of county health insti- 
tutes, similar to those held in Philadelphia, the details 
of which will be outlined to you at an early date by 
our own state chairman of Program and Health Edu- 
cation, Mrs. Charles E. Howard. 

Mrs. Rogers N. Herbert, chairman of Hygeia, 
showed clearly in her report the value and strength 
of this magazine, and the gain it has made this year; 
her own State, Tennessee, alone boasting of one thou- 
sand subscriptions. She complimented many States on 
the progress made, and was gracious to mention Cali- 
fornia in particular, and the placing of subscriptions 
in Alaska, Hawaii, and the Philippines. 

The historian, Mrs. Willard Bartlett of Missouri, 
presented The First Twelve Years, a brief outline, 
chronologically set forth, of the Auxiliary since the 
beginning. This historical sketch was printed, and a 
limited number of copies were thus made available for 
members. It is my understanding that this booklet 
will ultimately be included in a new edition of the 
Handbook. 

The recommendations of the Standing Committee 
chairmen, approved the previous day, were read and 
officially adopted. 

The address of Dr. Junius B. Harris, scheduled for 
the first session, was postponed until Wednesday, due 
to a misunderstanding about the man who was to have 
operated the projector. Unless the operator were a 


union man, the hotel manager said all the employees 


would walk out. Quick to appreciate our dilemma, 
and wishing to avert a calamitous situation for every- 
one concerned, Doctor Harris went in search of a 
union operator. After the adjournment of our first 
session, all hastened to attend the entertainment pro- 
vided by the committee Tuesday noon—an elaborate 
luncheon and fashion show, with music, at the Lake 
Shore Hotel on Lake Erie. The attendance at this 
luncheon far exceeded expectations, some four hun- 
dred persons enjoying a delightful interlude, and many 
remaining afterward for bridge. 

In making up the social program for this conven- 
tion, the committee did not lose sight of the fact that 
frequently at conventions our members have to forego 
the pleasure of attending any sessions of the Medical 
Association due to the fact that too full a program 
has already been arranged. The evening of Tuesday, 
June 12, was left open, and all Auxiliary members 
were asked and urged to attend the opening general 
session of the American Medical Association in the 
Cleveland Auditorium. Dr. Dean Lewis’ address was 
followed by that of the newly installed American 
Medical Association president, Dr. Walter L. Bierring 
of Des Moines. Doctor Bierring is a man of great 
prominence in the scientific and medical world, and 
presents a forceful and altogether charming person- 
ality. It gives me pleasure to add that Doctor Bier- 
ring will attend the annual convention of the Ameri- 
can Public Health Association in Pasadena on Sep- 
tember 2, when an opportunity will be given all of us 
to meet and hear him. It may not be out of place 
here to refer to the compliment that was paid Cali- 
fornia in the recent election of the American Medical 
Association at Cleveland. Our own well-loved and 
recent president of the California Medical Association, 
Dr. George L. Reinle, was elected vice-president of 
the American Medical Association. 

Wednesday morning the second session of our gen- 
eral meeting opened, Mrs. Blake presiding with her 
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usual charm and dignity. Every one of our California 
delegates was present at this session: Mesdames James 
Percy, Junius Harris, Frederick Scatena, and J. 
Jones of Sacramento; Charles H. Lewis of 

Monica, and Philip S. Doane. After the reading of the 
minutes of the previous session, the report of the 
Committee on Credentials and Registration was read, 
Mrs. Eben Carey, who not only had charge of regi 


Cgis- 


tration at the Carter Hotel but, also, managed a simi- 
lar booth at the Auditorium, stated that eight hundred 
women members and guests had registered, and that 
thirty-nine states were represented. 

Suitable resolutions were offered by Mrs. Lucius 
Cole of Chicago, in acknowledgment of courtesies ex- 
tended. For lack of time, Mrs. Blake announced 
the reading of the reports of state presidents would 
necessarily have to be postponed until the afternoon, 
when an opportunity would then be given all sta 
presidents attending the convention to read their « 
reports. 


R oy 


Santa 


The Nominating Committee’s report was read by 
Mrs. Rock Sleyster of Wisconsin, chairman, and the 
ticket as presented by the committee was declared 
elected. Mrs. Rogers N. Herbert of Nashville, affec- 
tionately known to us through her wonderful work 
for Hygeia, was made president-elect. Our own Mrs. 
Frederick N. Scatena of Sacramento was elected a 
two-year director of the national board. We are grate- 
ful that California will be so ably represented on the 
national board. 


After the introduction of the newly elected officers 
and members of the national board, Mrs. Blake an- 
nounced the arrival of Dr. Junius Harris. Doctor 
Harris presented his subject, Technique of Putting a 
Bill Through a State Legislature, with clearness charac- 
teristic of only a man of his political and legislative 
acumen. His address was attentively listened to and 
enthusiastically greeted. Many questions were asked 
by the members, and intelligently answered. It was 
my pleasure to make a brief introduction of Docto 
Harris, and the thought came to me at the time t 
no greater honor or courtesy could have been 
stowed on me by the national president than the pri 
lege of presenting our esteemed California physicia 

Following Doctor Harris, the speaker was Dr 
W. W. Bauer of Chicago, director of the Bureau of 
Health and Public Instruction of the American Medi- 
cal Association. Doctor Bauer spoke frankly of t! 
opportunities that the states and counties have in th 
promotion of health education within their own bou 
aries, and offered suggestions as to the literature that 
is available for our use, and material for radio dis- 
semination. He dwelt at length on the codperative 
relations that have been established by the American 
Medical Association and have existed over a period of 
years, with four great national organizations, namely, 
the General Federation of Women’s Clubs, National 
Congress of Parents and Teachers, the National Com- 
mittee for Boys and Girls’ Club Work, and the Na- 
tional Education Committee. Doctor Bauer urged t! 
we acquaint ourselves with the principles and poli 
of the American Medical Association, and at all times 
cooperate with them, emphasizing that this cooper- 
ation would always reflect to our mutual benefit. He 
recommended our using Hygeia material more effec- 
tively on our programs, and suggested the wisdom 
of counties setting aside money for the purchase otf 
American Medical Association literature for distribu- 
tion. An opportunity will be given us to hear Doctor 
Bauer at the American Public Health convention | 
Pasadena in September—an opportunity which we 
certainly should not fail to overlook. After D: 
Bauer's address, adjournment was taken for 1933-1934. 

The National Auxiliary luncheon followed, honor 
the new National officers, with Mrs. Blake presidin 
who presented a most attractive young Sout! 
woman of Fort Smith, Arkansas, as toastmistress— 
Mrs. William Brooksher, Jr. The occasion was per- 
haps the most brilliant of the entire convention, ‘oT 
it gave us an opportunity to see and hear a number 
prominent American Medical Association men 


n 
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their wives, who were at the speakers’ table. Dr. Rock 
Sleyster, trustee of the American Medical Association, 
spoke impromptu, and Dr. Southgate Leigh was high 
in his praise of the work done by the Auxiliary for 
Hygeia. He remarked that some years ago the Ameri- 
can Medical Association gave Hygeia to the women, 
who “got it out of a $30,000 hole,” and that now, with 
economic conditions as they are, and Hygeia “in the 
red” again, it is imperative that we get behind this 
magazine and push still harder. Dr. and Mrs. Bierring 
were present on this occasion, and some excellent 
words of wisdom were spoken by him, with tribute 
to the work of the Auxiliary. The guest speaker of 
the day was Dr. J. A. Meyer of the University of 
Minnesota. 

In the afternoon Mrs. Percy and I were escorted 
by the convention chairman, Mrs. Cummer, to pay a 
visit to the Crile Clinic, which only a few years ago 
was visited by a great tragedy. The original building 
still stands in mute testimony to the sacrifice of thirty- 
nine doctors, whose lives were snuffed out in their 
prime. I could not but feel that there in Cleveland 
no more lasting memorial to the men of science could 
be erected than this cenotaph. The new Clinic build- 
ing is modern in all its appointments, and a great 
tribute to Dr. George W. Crile and his associates. 

The evening of the 13th was devoted to a most 
enjoyable musicale and reception given at the Allen 
Memorial Medical Library. This function was spon- 
sored by the Ohio State Medical Association and the 
Academy of Medicine, and invitations were extended 
to all members of the Auxiliary and the American 
Medical Association. Mr. and Mrs. F. F. Prentiss re- 
ceived the guests, and extended their hospitality to 
some nine hundred persons. 


At 9 a.m. on Thursday, Mrs. Herbert held a Hygeia 
Conference, and at the same time Mrs. David Long 
held a conference on Public Relations. I spent the 
first hour of the morning at the Hygeia Conference, 
and the second hour at Mrs. Long’s. Both were im- 
mensely interesting and instructive. The opportunity 
was given for an informal discussion of problems in 
both conferences. It might be termed an “experience” 
meeting where, in the interchange of ideas and the 
injection of the personal equation, a most perfect per- 
spective is gained and we take heart to carry on with 
greater confidence in ourselves. 

At eleven o'clock a general meeting was held and 
largely attended, presided over by our new national 
president, Mrs. Robert W. Tomlinson of Delaware. 
Mrs. Tomlinson read her plans and policies for the 
year, asking for the full codperation of all States in 
the program of organization, health education and 
membership, and added that she predicts the organi- 
zation of Maryland and New York State (Queens 
County alone being now organized in New York) in 
the near future. Informal discussions followed on 
matters of finance and membership. The new national 
treasurer, Mrs. Eben Carey, presented to the mem- 
bers a copy of the voucher and treasurer’s remittance 
slips that are being used by California, and urged 
more States to adopt the same method, stating that 
this uniform system would make for convenience and 
accuracy. It is interesting to note the diversity in State 
constitutions regarding the qualifications for member- 
ship—some States providing for wives and mothers 
only, and others for wives, mothers and daughters, 
while sisters claim eligibility in a few States. Appar- 
ently California is the only State that boasts of having 
adult granddaughters included; and when asked to 
explain, I could not resist the reply simply, “The in- 
clusion of this classification in our membership is 
based upon our necessity for it, as we live longer in 
California!’ 

This “post-convention” general meeting, as I would 
choose to call it, is of great value, in my opinion, 
giving an opportunity to each member to ask ques- 
tions about her own particular problems; to ascertain 
what change, if any, is likely to be made in any na- 
tional policies and, lastly, a happy occasion at which 
to meet personally the members of the incoming 





STATE MEDICAL ASSOCIATIONS 








nN 
So 
MN 


national board. I would like to see a “post-convention” 
general meeting added to our State convention pro- 
gram. 


Immediately after the adjournment of this meeting, 
members were taken to the Country Club for luncheon 
and a Style Show, after which they were invited to 
visit the gardens of Mr. and Mrs. F. F. Prentiss at 
Glenallen, the beauty and dignity of which beggar 
description. 

The “bring-your-husband” dinner of Thursday eve- 
ning brought out an exceptionally large attendance. All 
women guests of the American Medical Association 
were asked to participate in this affair. For the most 
part, everyone left afterward to attend the reception 
and ball given by the American Medical Association 
to honor the newly installed president of the Ameri- 
can Medical Association at the Cleveland Hotel. The 
reception, beautiful in every appointment, gave all an 
opportunity to pay his respects to Doctor Bierring 
and to Doctor McLester, the president-elect of the 
American Medical Association and to greet the trus- 
tees. Most of the members of our own national ad- 
visory board were present, and it was a pleasure to 
meet them in person. It seemed only fitting that the 
last evening of the Cleveland convention should bring 
together both the members of the American Medical 
Association and members of the Woman’s Auxiliary 
in a social function where medical politics and materia 
medica were for the moment forgotten. 

I have endeavored to give you a picture of a small 
part of the happenings of the Cleveland convention. 
But, besides, I do feel that I may be forgiven a few 
personal observations and comments. At the outset, 
I should like to pay particular tribute to Mrs. Blake 
and to Mrs. Tomlinson. Both women are leaders, 
both women have great charm and ability. We may 
look for a fruitful year under Mrs. Tomlinson, who 
has chosen, for the most part, for her standing com- 
mittee chairmen, the same women who served last 
year under Mrs. Blake, who continues another year 
as a director on the national board. I beg to refer 
especially to Mrs. A. B. McGlothlan, past president, 
who has served as Chairman of Program so efficiently 
and assisted in the compiling of the Handbook, and 
whose duties involve rare and expert judgment at all 
times. To Mrs. David Long of Missouri, who con- 
tinues in her post as chairman of Public Relations, I 
would pay particular compliment. Everyone is familiar 
with work done by Mrs. Robert Fitzgerald as Chair- 
man of Press and Publicity, and it is gratifying to 
know that she will “carry on” another year, and give 
us the News Letter. She is a gifted writer, wields a 
facile pen, and will bring many interesting items to 
our attention in her forthcoming contributions to the 
Woman's Auxiliary department of the Journal of the 
American Medical Association and as editor of the 
“Quarterly News Letter.” Wisconsin contributes the 
national treasurer this year, Mrs. Eben Carey, who so 
ably conducted the registration at Milwaukee last year 
and again this year, and who has earned for herself 
the confidence and affection of a host of members. 
Mrs. Henry Miner will continue as chairman of Ex- 
hibits. Her absence at Cleveland was deeply regretted; 
but the exhibits were well placed, and much interest 
was manifested in them. Mrs. Nordurfth, president of 
the Kansas State Auxiliary, assumed Mrs. Miner’s 
responsibility, and had charge of the exhibits at the 
convention. Mrs. Frank Haggard of Texas assumes 
the position of historian, while Mrs. William J. Burnes 
of Minnesota continues as national parliamentarian; 
Mrs. William Burrill Odenatt of Pennsylvania, as 
chairman of Archives, and Mrs. John McCaw as chair- 
man of Revisions, have both been reappointed by Mrs. 
Tomlinson. Mrs. William O. LaMotte of Delaware 
will assume responsibility of Finance chairman, and 
Mrs. Walter Jackson Freeman, Jr., daughter of the 
late beloved Mrs. Freeman, will be Legislative chair- 
man; Mrs. H. H. Hunsberger of Pennsylvania,.who 
has endeared herself to everyone, will have charge of 
supplies; and the selection of Mrs. Laurence Jones 
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of Delaware for corresponding secretary was made by 
Mrs. Tomlinson. Mrs. Rollo K. Packard of Chicago, 
who has served as national fourth and second vice- 
presidents, was elected first vice-president. Her offi- 
cial experience, both in National and State work, well 
qualifies her for this position, which brings with it 
the chairmanship of Organization and Membership. 
The new recording secretary is Mrs. Elmer Whitney 
of Detroit, state president of Michigan, whose con- 
tributions to the Michigan Auxiliary are well known. 
To Mrs. Rock Sleyster of Wisconsin, who continues 
as director for another year, I desire to make par- 
ticular tribute. Mrs. Sylvester is known and loved by 
many of us in California, and will be remembered as 
the very able convention chairman of Milwaukee in 
1933. The national board is made up entirely of 
women who are experienced and alive to our needs, 
and who will serve our organization well. 

The “Hygeia” chairmanship, held for the past four 
years by Mrs. Rogers N. Herbert of Tennessee, must 
necessarily be announced later by Mrs. Tomlinson. 
Mrs. Herbert, our president-elect, was loathe to give 
up Hygeia, but assured us all that she would continue 
on in an advisory capacity this year. The work done 
for Hygeia by Mrs. Herbert bears testimony to the 
character of the administration we may look forward 
to in 1935-1936, when Mrs. Herbert takes over the 
reins of national president. 

I would respectfully call attention to the “Memorial 
Book,” which contains the names of the deceased 
members of every State. This book was placed on a 
table near the president, and each state president was 
asked to enter the names of departed members. It is 
the wish of the administration that this book be kept 
up to date as far as possible. I noticed that the page 
for California was blank, and regret the apparent 
omission. This would lead me to believe that some 
method should be adopted this year whereby each of 
our organized counties would feel it a definite obliga- 
tion to forward to the state president, before the new 
state convention, the names of all members who have 
passed on. In this way, the complete list may be 
entered in the national Memorial Book before the 
next national convention at Atlantic City. 

I cannot bring this chronicle to a close without a 
word of sincere praise for the efforts of Mrs. Cummer, 
the convention chairman, and Mrs. Karsner, 
chairman, and their committees. The program was 
beautifully planned and meticulously carried out. 
There was not a moment when some member of the 
committee was not at hand to offer suggestions, or 
to give reliable information to our members. The 
entertainment was varied and presented interesting 
diversions and enjoyment to everyone. I would like 
to add that, before leaving Cleveland, Mrs. Percy re- 
ceived a check from Mrs. Lenhart, treasurer of the 
Convention Committee, for a refund of the full amount 
appropriated to the committee by national. 

The session of 


vice- 


1934 has come to a close, and will 
pass into history as one of our most brilliant and out- 
standing annual gatherings. It was a privilege to have 
attended the convention; the value of personal con- 
tact with the members of the national organization 
cannot be overestimated. To be able to confer in per- 
son with committee chairmen, to talk over problems 
of public relations, legislation and similar questions 
in their relationship to medical affairs, is of infinite 
value. The encouragement received offers an added 
stimulus to the work which we, as states and counties, 
are endeavoring to do to render aid to organized 
medicine in an effort to promote and develop medical 
consciousness in our members. 

I wish to express the sincere hope that at our 
annual meeting in Yosemite next spring, Mrs. Thomas 
Clark may be given the same privilege that was so 
graciously accorded me at Riverside, of being asked 
to attend in her official capacity as state president at 
the national convention in Atlantic City. 


For the consideration and courtesy shown me by 


you; for the hospitality and welcome received in 
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Cleveland; for the opportunity to meet the mx 
of the national board and presidents and members 
from other states; for the inspiration that these con- 
tacts have brought me; and for all of these stimulating 
and outstanding experiences, and much more, | 

to make acknowledgment 
affectionate appreciation. 


OTS 


beg 
with deep gratitude and 


HELEN STewarT Doave, 
July 28, 1934. 


Fruit and Vegetable Feeding—Schultz and his associ- 
ates state that a study of the iron metabolism oi three 
normal infants, ranging in age from five weeks 
seven months, has shown that vegetable (spinac 
fruit (apricots) feeding in addition to the milk for: 
exerts no significant effect on the amount of iron re- 
tained by the infant. Such feeding increased the iron 
intake from 60 to 171 per cent. The hemoglobin 
centration and the number of erythrocytes 
blood were within or above the normal range n 
fants of this age and were not raised by the vegetab] 
or fruit feeding. A study of the effect of such jeeding 
on an anemic infant, twenty-three months old, wh 
had been living on an almost exclusive milk diet, has 
shown a lack of effect in the case of dried spinach but 


a marked increase in retention of iron when apricots 
were added to the diet, an effect that disappeared 
again after wheat germ extract was included. The 
effect in each case is related to the amount of fecal 
matter eliminated in the period of metabolism. The 
hemoglobin concentration and erythrocyte count of 
the blood were not improved during the course of 
such feeding. A large increase in the concentration of 
soluble iron in the diet of the anemic infant, brought 
about by adding ferric ammonium citrate, resulted in 
a large increased retention of iron but, up to the end 
of three weeks on the diet, only a slight increase in 
the number of erythrocytes had occurred, and practi- 
cally no change in hemoglobin concentration. When 
the diet of the anemic infant was further supplemented 
by liver, the retention of iron was increased still more. 
The retention in this instance was accompanied by a 
rise in hemoglobin from 6 to 9.1—Journal of Pediatrics. 


Sign of Lumbago—Demianoff describes a sign 
permits the differentiation of pain originating in 
sacrolumbalis muscles from lumbar pain of any 
origin. The sign is obtained by placing the pat 
in dorsal decubitus and lifting his extended le 
the presence of lumbago this produces a pain 
lumbar region which prevents raising the leg 
enough to form an angle of 10 degrees, or even 
with the table or bed on which the patient re; 
The pain is due to the stretching of the sacrolumbali 
To make certain that the pain is not due to sc 
(Laségue’s sign), the patient's leg is lifted a s« 
time. This time the physician fixes the pelvis « 
same side by pressing heavily with his hand o: 
region of the homolateral anterosuperior iliac 
The fixation of the pelvis prevents the stretchin 
the sacrolumbalis and permits raising the leg t 
angle of 90 degrees without, or practically wi 
the production of lumbar pain. If the pain produ 
by raising the leg is due to sciatica, it is not 
pressed by fixing the pelvis, as this does not pre\ 
the sciatic nerve from being stretched. The 
acute the angle (between the leg and the tab! 
which lumbar pain is first experienced, the 
severe is the involvement of the sacrolumbar mu 
The test should be performed on both legs. This 
of lumbago is usually manifest on both sides, but 
angle to which the legs can be raised may vat 
the muscle pain may be more intense on one side 
lumbago and sciatica coexist on the same side, th 
author’s sign is negative on that side but it will ! 
positive on the other side. In the rare case of simulta- 
neous lumbago and sciatica on both sides, the author's 
sign will be excluded by Laségue’s 
Médicale. 


sign. — Presse 
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NEWS 


Correction of Editorial Statement Regarding 
Chiropractic Initiative 


California Supreme Court Rules That the 
Chiropractic Initiative Shall Go On 
November 6 Ballot 


As the last form of September “California and 
Western Medicine” is being put on the press, word 
comes through the Associated Press, under date of 
September 5, that the Chiropractic Initiative, which 
Secretary of State Jordan ruled was not eligible for a 
place on the November ballot, would, after all, be one 
of the initiatives to be voted on at the November state 
election. 

In our editorial on page 194 it was stated that the 
Chiropractic Initiative Petition had failed to secure a 
place on the November ballot. This further compli- 
cates the legislative problems which confront the Cali- 
fornia medical profession. 

This notation is being made in black-face type in 
order to acquaint the members of the component 
county societies with the seriousness of the situation 
which now exists. Every member is urged to read the 
editorial comment on page 194 concerning the Naturo- 
pathic Initiative because statements contained therein 
apply also to the Chiropractic Initiative. 

It is also hoped that members of California Medical 
Association will recognize the importance of taking 
action along the lines outlined in the editorial com- 
ments on page 195 in which methods of proper and 
efficient organization are indicated. 

Officers of county societies are invited to write to 
the central office of the California Medical Associa- 
tion, room 2004, 450 Sutter Street, San Francisco, on 
any matters which they desire information. 


Coming Meetings 


American Hospital Association, Philadelphia, Septem- 
ber 24-28. Bert W. Caldwell, M. D., 18 East Division 
Street, Chicago, Executive Secretary. 

American Medical Association, Atlantic City, New 
Jersey, June 10-14, 1935. Olin West, M. D., 535 North 
Dearborn Street, Chicago, Secretary. 

California Medical Association, Yosemite National 
Park, May 13-16, 1935. Emma W. Pope, M.D., 450 
Sutter Street, San Francisco, Secretary. 

Nevada State Medical Association, Reno, September 
21-22. Horace J. Brown, M.D., 120 North Virginia 
Street, Reno, Secretary. 

Oregon State Medical Society, Corvallis, September 
27-29. Howard Smith, M. D., Medical Arts Building, 
Portland, Secretary. 

Pacific Coast Society of Obstetrics and Gynecology, 
Oakland and Del Monte, November 21-24. Clarence 
A. Depuy, M. D., 230 Grand Avenue, Oakland, Secre- 
tary. 

Washington State Medical Association, Spokane, Sep- 
tember 10-13. Curtis H. Thomson, M. D., 1305 Fourth 
Avenue, Seattle, Secretary. 


Medical Broadcasts* 


American Medical Association Health Talks. — The 
American Medical Association broadcasts on a western 
network of the Columbia Broadcasting System each 
Thursday afternoon on the Educational Forum from 
4:30 to 4:45, central daylight saving time. 
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San Francisco County Medical Society.— The radio 
broadcast program for the San Francisco County 
Medical Society for the month of September is as 
follows: 

Tuesday, September 4—K]JBS, 11:15 a.m., and KFRC, 
1:15 p.m. Subject: Medicine Marches Forward. 
Tuesday, September 1I—KJBS, 11:15 a.m., and KFRC, 

1:15 p.m. Subject: Man Versus the Mosquito. 
Tuesday, September 18—KJBS, 11:15 a.m., and KFRC, 

1:15 p.m. Subject: Diabetes. 

Tuesday, September 25—KJBS, 11:15 a.m., and KFRC, 
1:15 p.m. Subject: Laennec, Inventor of the Stetho- 
scope. 
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Los Angeles County Medical Association—The radio 
broadcast program for the Los Angeles County Medi- 
cal Association for the month of September is as 
follows: 

Saturday, September 1—KFI, 9 a.m. Subject: Health 

Talk. 

Saturday, September 1—KFAC, 10 

Your Doctor and You. 

Tuesday, September 4—KECA, 11:15 a.m. 

Health Talk. 

Saturday, September 8—KFI, 9 a. m. Subject: Health 

Talk. 

Saturday, September 8—KFAC, 10a.m. Subject: Your 
Doctor and You. 
Tuesday, September 
ject: Health Talk. 
Saturday, September 15—KFI, 9 a.m. Subject: Health 

Talk. 

Saturday, September 15—KFAC, 10 

Your Doctor and You. 

Tuesday, September 18—KECA, 11:15 a.m. 

Health Talk. 

Saturday, September 22—KFI,9 a.m. Subject: Health 

Talk. 

Saturday, September 22—KFAC, 10 

Your Doctor and You. 

Tuesday, September 25—KECA, 11:15 a.m. 

Health Talk. 
Saturday, September 

Health Talk. 
Saturday, September 29—KFAC, 10 

Your Doctor and You. 


a.m. Subject: 


Subject: 


11—KECA, 11:15 a.m. Sub- 


a.m. Subject: 


Subject: 


a.m. Subject: 


Subject: 


29—KFI, 9:00 am. Subject: 


a.m. Subject: 


Some Important State Election Dates 

September 27—Last day of registration for the gen- 
eral election. 

November 6—General election. 

Query—Are you registered? 


*County societies giving medical broadcasts are re- 
quested to send information as soon as arranged (giving 
station, day, date and hour, and subject) to CALIFORNIA 
AND WESTERN MEDICINE, 450 Sutter Street, San Francisco, 
for inclusion in this column. 
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Occupation and Length of Life—What effect has a 
man’s job on the length of his life? An answer to 
this question is offered by Miss Jessamine S. Whitney, 
statistician of the National Tuberculosis Association, 
in a report of a five-year study conducted under her 
supervision, and recently made public by the Asso- 
ciation. 

The highest death rate from all causes, for working 
men, 15 to 64 years of age, was found among hostlers 
and stable hands, 36.22 deaths per thousand employed. 
The rate for garage laborers of the same ages was 
only 6.65. The rate for operatives in harness and 
saddle factories was 30.55; for aviators, 28.73; for 
operatives in cigar and tobacco factories, 19.32, which 
was also the rate found for boatmen, canal men, and 
lockkeepers. Sailors and deck hands had a rate of 
17.28. These may be compared with school teachers, 
with a rate of -4.42, and social and welfare workers, 
with a rate of 2.75, or with the rate for all “gainfully 
employed males,” age 15 to 64, of 8.70 per thousand. 
In the public service, guards, watchmen, and door- 
keepers died at the rate of 20.25 per 1,000. Firemen 
showed a rate of only 6.71. General laborers in the 
public service had a rate of 7.15, but garbagemen were 
found to have an index of 11.39. The rate for post- 
masters was higher than that for mail carriers, the 
figures being, respectively, 11.00 and 6.10. 

Other comparisons taken from the report are: law- 
yers, judges, and justices, 7.89; physicians and sur- 
geons, 10.69; clergymen, 10.33; cemetery keepers, 6.50; 
college presidents and professors, 2.69. Rates for 
laborers in the chemical and allied industries were low 
at 5.13, and laborers in soap factories, 3.29, while for 
inventors the rate is 17.65 and for draftsmen, 3.21. 
Managers and officials of real estate companies have 
a rate of 5.64, but for real estate agents it is 10.09. 
Chauffeurs and truck and tractor drivers, 6.19; dray- 
men, teamsters, and carriage drivers, 17.59; telegraph 
operators, 10.09, and telephone operators, 4.59. 


Fifth Annual Medico-Military Symposium at the 
Mayo Clinic, October 7 to 20.—The 1934 Medico- 
Military Symposium for Medical Department Reserve 
Officers of the Army and Navy will be held at the 
Mayo Clinic from October 7 to 20, both dates in- 
clusive. 


This is the fifth annual Inactive Duty Training 
Course to be held at the Mayo Clinic, and will follow 
the plan which has proved so satisfactory in past 
years; that is to say, the morning hours will be de- 
voted to attending clinics on subjects selected by the 
student officers, and the afternoon and evening hours 
given over to work in Medico-Military subjects. 
The general motif of the Medico-Military part of the 
symposium will be “Public Health and Its Relation to 
National Defense.” The problems of administration 
in military service present features not dealt with in 
private practice. In the great field of sanitation as 
applied to military service, the medical officer has a 
distinct specialty. This course offers valuable and 
interesting training for the medical officer in all the 
components of our national defense. Application 
for this course of Inactive Duty Training should be 
made either to the Corps Area Surgeon, 
Corps Area, Omaha, Nebraska, or to the District 
Medical Officer, Ninth Naval District, Great Lakes, 
Illinois. Applications should state the character of 
the work the candidate desires to follow in the morn- 
ing hours. All student officers are expected to attend 
and participate in the afternoon and evening sessions. 
Each applicant should fully understand that the invita- 
tion to accept this course of study without charge is 
extended by the Mayo Clinic; that the project is with- 
out expense to the Government; and that one hundred 
hours’ credit will be given those who take and com- 
plete the course. While it is desirable to attend the 
entire course, those whose time will not permit this 
may join or leave at any time and will receive credit 
for the hours spent in training. Uniforms are optional. 
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The Pacific Coast Society of Obstetrics and Gyne- 
cology.— The annual meeting of the Pacific Coast 
Society of Obstetrics and Gynecology will be held at 
Oakland and Del Monte on November 21-24, 1934. 
Dr. Lyle G. McNeile of Los Angeles is president; Dr. 
J. Morris Slemons of Los Angeles, the president-elect: 
and Dr. Clarence A. DePuy of Oakland, the secretary- 
treasurer, of this organization. 


Venereal Disease Information—For a number of 
years the United States Public Health Service has 
been publishing, for the information of physicians, 
health officers, and others, a monthly abstract journal 
known as Venereal Disease Information. This publica- 
tion contains usually one original article on a subject 
of general interest in connection with the venereal! dis- 
eases, and numerous abstracts from the current litera- 
ture pertaining to these diseases. In the preparation 
of this abstract journal more than 350 of the leading 
medical journals of the world are reviewed and ab- 
stracts made of the articles on this subject. 

The cost of Venereal Disease Information is only fiity 
cents per annum, payable in advance to the Super- 
intendent of Documents, Government Printing Office, 
Washington, D. C. It is desired to remind the reader 
that this nominal charge represents only a very small 
portion of the total expense of preparation, the journal 
being a contribution of the Public Health Service in 
its program with state and local: health departments 
directed against the venereal diseases. 


Sickness, Unemployment, and Fertility—The birth 
rate among wage-earning families who suffered seri- 
ous loss of income on account of the depression was 
39 per cent higher in the period 1929-1932 than among 
their neighbors whose incomes were not reduced fol- 
lowing 1929. Furthermore, there was 50 per cent more 
illness in families whose incomes dropped most sharply 
than in those who were not seriously affected by the 
depression. 

These findings are reported in a recent issue of the 
Milbank Memorial Fund Quarterly by Edgar Syden- 
stricker, in charge of the foundation’s division of pub- 
lic health activities, and G. St. J. Perrott, consultant to 
the United States Public Health Service, following a 
house-to-house investigation of occupation, employ- 
ment, income, births, and ill health in eight thousand 
families in eight typical cities. The authors believe 
this study to be the first of its kind ever undertaken. 

The birth rate for families with incomes averaging 
below $1,200 was one and one-half times that of those 
averaging above $2,500 but still in the wage-earning 
class. The highest birth rate, 178 per thousand, was 
in families classed as poor in 1929 as well as in 1932. 
It is considered significant, however, that families 
forced to shift from a higher to a lower income level 
were found to have a higher birth rate during the de- 
pression years than those families who were able to 
remain in the class from which the downward s 
was made. Where the drop was from $2,000 or m 
to less than $1,200 the differential rates were 107 
those who kept their income and 133 for those 
suffered a loss; for the drop from those averagi! 
between $1,200 and $2,000 to a level below $1,200 th 
differential rates were similarly 113 and 157. 

The illness rate was relatively great in families with 
out employed workers, less in families with part-time 
workers only, and still less in families with full-t 
workers. These figures do not mean, however, 
illness was a cause of unemployment. “In fact. 
health as a cause of unemployment was relativel) 
important in comparison with lack of work.” 
authors conclude that “insofar as illness is an 
cation, the health of persons comprising families s 
ously affected by the depression is being impair 
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University of California Report at American Medi- 
cal Association Meeting.—Because of recent contribu- 
tions made by the department of pharmacology at 
the University of California Medical School to the 
methods of treating amebic infections of the intestinal 
tract, the American Medical Association was asked 
to present a special exhibit on that subject at its 
summer meeting in Cleveland, Ohio, June 11-15. 

Under the title of “A Summary of Studies on the 
Chemotherapy of Amebiasis,” the University of Cali- 
fornia will outline the work which its staff members 
have carried on since 1929, under the direction of 
Professor Chauncey D. Leake, department of pharma- 
cology, and Professor E. L. Walker, and Professor 
A. C. Reed of Hooper Foundation. 

The most outstanding result of this research was 
the development of two drugs which have proved 
more effective and less dangerous in the treatment of 
amebic infections, one of which is commonly known 
as dysentery, than any previous agents. 

These drugs are known as “Carbarsone,” an arseni- 
cal derivative, and “Vioform,”’ a quinin derivative. 
The former, especially, has been used in all the major 
areas of the world where amebiasis occurs. Reports 
of its successful application in the alleviation of the 
disease have just been received from India. It was 
also used with success in the recent outbreak of 
amebiasis centering in Chicago during the Exposition. 


Convalescents’ Serum in Acute Anterior Poliomyeli- 
tiss—In an article in the Klinische Wochenschrift, 
Schlossberger and Krumeich of the Federal Bureau 
of Health state that it was eminently desirable that 
observations on the effects of administering convales- 
cents’ serum in poliomyelitis be collected. The out- 
break of 1932 offered such an opportunity, particularly 
as special arrangements were perfected for the prepa- 
ration of convalescents’ serum. To secure a survey of 
the results, a special session of the Federal Health 
Council, to which numerous experts were summoned, 
was called. In addition, the Federal Bureau of Health 
sent questionnaires to all physicians and hospitals that 
had ordered convalescents’ serum. Exact clinical re- 
ports on 227 cases were received. Patients with un- 
certain diagnosis were excluded. Of these 227 patients, 
twenty-six were given the serum in the preparalytic 
stage and 201 after the appearance of paralysis. In 
the twenty-six patients, a complete cure of the disease 
without paralysis was effected. There were no deaths, 
although in two patients of this group paralysis de- 
veloped later. In contrast with the results just men- 
tioned, the disease proved fatal in twenty-five of the 
201 patients of the second group. According to the ob- 
servations of the attending physicians, in 148 of these 
201 patients the administration of serum had no influ- 
ence on the paralysis, while in the remaining twenty- 
eight cases there was a pronounced retrogression of 
the paralysis. But since such improvement was ob- 
servable with about the same frequency also in un- 
treated patients, no special importance can be attached 
to these observations. The view expressed by many 
other physicians must be endorsed, namely, that con- 
valescents” serum will not bring about a retrogression 
of paralysis once it has developed. Since the number 
of patients who died, although treated in the paralytic 
stage with convalescents’ serum, corresponded closely 
with the mortality that prevailed in 1932, it does not 
seem likely that the administration of the serum after 
the onset of paralysis exerted any harmful effect. The 
conclusion is, therefore, that convalescents’ serum may 
be injected after the onset of the paralytic stage with a 
view to checking, if possible, the progress of paralysis. 

Although the number of patients in Germany treated 
with convalescents’ serum in the preparalytic stage is 
too small to justify a final opinion, the observations 
made thus far seem to show that this therapeutic 
measure has proved its high value. Great care must 
be taken, therefore, by the creation of a suitable or- 
ganization, that cases of poliomyelitis are recognized 
promptly and that serum treatment is instituted in 
season.— News Letter, J. 4. M. A., August 25, 1934. 
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Interstate Postgraduate Medical Association.—The 
international assembly of the Interstate Postgraduate 
Medical Association of North America will be held 
in the Public Auditorium, Philadelphia, Pennsylvania, 
November 5-9, 1934. Many distinguished teachers and 
clinicians will appear on the program. All members 
of the California and Nevada State Medical Societies 
are cordially invited to attend. Registration fee of $5 
admits all members of the profession in good standing. 


Dinitrophenol Dangerous in “Reducing” Nostrums. 
The Press Service of the United States Department of 
Agriculture has sent out the following bulletin: The 
“reducing racket” has a group of new and dangerous 
drugs, dinitrophenol and related compounds. Racke- 
teers are selling these drugs in fat reducers in spite 
of reports of deaths caused by their compounds, says 
W. G. Campbell, chief of the Food and Drug Adminis- 
tration. “Reducing agents containing these drugs,” 
says Mr. Campbell, “have sprung up like mushrooms 
all over the country, and are endangering the lives of 
patrons. The Federal Food and Drugs Act has no 
jurisdiction over products of this type, dangerous 
though they may be. All that the Food and Drug 
Administration can do is to warn the public that these 
compounds are dangerous.” 

Clinical evidence shows, Mr. Campbell said, that 
these drugs act by increasing the metabolic rate. This 
amounts to a speeding up of the body processes, re- 
sulting in a destruction of the tissues, including fat, to 
provide fuel for the accelerated metabolism. Common 
symptoms are increased temperature, pulse or respira- 
tion, or copious sweating. In particular, Mr. Campbell 
warned, these drugs should not be used by individuals 
suffering from chronic rheumatism, alcoholism, tuber- 
culosis or diseases of the heart, liver or kidneys, as 
poisonous and otherwise harmful effects are even 
more likely to manifest themselves. There is also 
some evidence that they may cause profound disturb- 
ance of the blood-forming organs. 


These drugs, in common with many others, may 
serve a useful purpose when the dosage is properly 
adapted to the needs of the individual patient, pro- 
vided there are no contra-indications to its use, he 
says. Proper dosage and indications for use, how- 
ever, as well as prompt discovery of toxic effects, can 
be determined only by a skilled physician. Further- 
more, there may be unexpected harmful effects that 
are not disclosed by the first tests. Such effects can 
be determined conclusively only after extensive trial 
and use, in addition to the tests which should in all 


cases be made before the preparation is offered to the 
public. 


The Cancer Record of 1933.—Frederick L. Hoff- 
man, LL.D., the consulting statistician who has been 
contributing a series of articles on health insurance to 
CALIFORNIA AND WESTERN MEDICINE, recently called at- 
tention to the increased cancer mortality in 1933, 
which has had a steady advance record annually since 
1906. From an article in The Spectator some para- 
graphs are quoted: 

Cancer in 1933 exacted a heavier toll of lives in 
American cities than ever before. Compared with 1932 
there was an increase in the rate for fifty American 
cities with uniform records dating back to 1906 from 
122.7 per 100,000 to 124.7. During the first fourteen 
years of the period under review the rate increased 
36.2 per cent against 24.4 per cent for the second four- 
teen years. The slight decrease in the proportionate 
increase is to be expected in view of the much higher 
rate prevailing at the present time than during former 
years. 

Cancer is now the second leading cause of death, 
following diseases of the heart considered as a group. 
It is by far, however, the most important of our 
chronic diseases demanding more than ever the-serv- 
ices of the physician, the surgeon, the radiologist, and 
the research worker, for, regardless of an immense 
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amount of qualified attention the world over, the dis- 
ease continues to baffle the imagination as to diag- 
nosis, treatment, and control. However disagreeable 
the conclusion, we apparently have not made the prog- 
ress anticipated, for the disease continues to increase 
regardless of strenuous efforts to stem its ravages in 
the American population. The colossal magnitude of 
the problem is better illustrated by the statement that 
in the fifty cities under review, with an aggregate 
population of about 32,000,000 in 1933, there have been 
722,274 deaths from cancer since 1906, or during a 
period of twenty-eight years. ... Three statistical 
tables of interest follow: 
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TABLE 1.—Cancer Death Rate in Some California Cities, 


1932-1933 
1932 





1933 

Death 
Rate per 

Population Deaths 100,000 
Fresno d 54,133 45 83.1 
Long Beach 160,851 176 109.4 
Los Angeles....1,382,066 1,737 
Oakland ...... 298,832 346 
Pasadena : 82,782 132 
Sacramento... 99,825 148 
San Diego 164,033 258 
San Francisco 662,204 1,097 
San Jose...... 61,566 59 


Death 
Rate per 
Population Deaths 100,000 
54,853 43 
169,215 136 
1,446,074 1,784 
305,396 368 
85,758 178 207 
102,525 i160 
171,161 240 
674,564 1,175 
63,306 44 


TABLE 2.— 


Jurability of Cancer—Five-Year Cures 


Average 
Per Cent 
Stomach 

Liver and Gall-Bladder 
Prostate 

Pharynx 

Ovary .... 

Kidney Adrenal 
Thyroid a is 
Lymphosarcom: 
Intestine . 

Rectum 

Bone Sarcoma 

Brain 

Larynx 

Testis 

Breast 

Uterus .. 

Tongue 

Bladder ... 

Intraoral . 

fT 

Skin 

Pancreas 

Lung .... ‘ 

Esophagus . 
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Taste 3.—Cancer Death Rates, United States and Eng- 
land and Wales, 1927 and 1931 


Rates for 100,000 
England 
United States and Wales 
1927 1931 1927 193 
Lip 0.4 0.54+ .79 76 
Tongue ree OT CT 0.8 96 
Mouth ; : 0.3 4+ 57 
Jaw 9 50 
Pharynx 8 
Esophagus -7+ 
Stomach 21.3 
Liver and gall-bladder 6 
Intestines (excluding rectum) .64+ 
Rectum and anus .6+- 
Ovary and fallopian tube 
Uterus 
Vulva and vagina 
Breast .... 
Skin 
Larynx 
Lungs and pleura 
Pancreas 
Kidneys and supparenals 
Prostate . 
Bladder 
Brain . 
Bone (jaw excepted) 
Testes ... 
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CORRESPONDENCE 


Subject of following letter: Another instance of mis- 
appropriation of taxpayers’ funds to undeserving 
“needy blind” applicants. 


Los Angeles, August 16, 1934 


To the Editor: I was much interested and very much 
in sympathy with your editorial on “The Needy Blind” 
in the August issue of the State Journal (page 128). 

During the past four years I have examined, both 
at social welfare clinics and at my office, about forty 
or fifty applicants for the blind aid pension. Most of 
those individuals have been definitely blind and appar- 
ently deserving of help. There have been a few who 
were endeavoring to make capital of their visual defect 
in order to receive the pension. 

In a number of instances, however, the inadequacy 
of the form-blank for the “Report of Physician” has 
come to my attention. Again, it has sometimes been 
necessary to make a careful and thorough examina- 
tion before the “cause of blindness’ could be accu- 
rately determined. This at times is a problem, for, as 
might be expected, many of these patients are indi- 
gents, and the physician receives only thanks for his 
services. 

The unfairness of the law was definitely illustrated 
last December, when a mother, aged 62, came with 
her unmarried daughter, aged 38, to have papers filled 
out. Each had completely matured cataracts in both 
eyes with perception of hand movements and perfect 
light projection. Tension and external condition of 
the eyes were normal. In other words, they were 
excellent candidates for cataract extraction. 

When the subject of operative removal was men- 
tioned, however, it brought forth a vigorous refusal. 
both stating that they were praying for healing and 
that the Lord in his own good time would restore 
their vision. Argument and even a prolonged inter- 
view with a clergyman failed to make any impression 
on them. 

I talked with the local representative at the Blind 
Aid Bureau and was instructed to sign their papers 
if they were “blind.” 

In my report I urged that the patient could and 
should be rehabilitated. They both have received < 
for several years, and I presume that they are stil 
being supported by State funds. 

It is easy to calculate that at the rate of month 
support given the blind, it would take less thai 
year’s allowance to provide all costs of operation 
hospitalization. 

One is appalled at the thought that with the a 
age expectancy of life before the daughter, she 
have received approximately $15,000 of tax funds. |! 
fore the Lord, instead of healing her blindness, fi 
gives her a crown in heaven. 

This is a “free country,” but it does not seem 
that you and I should have our tax burden incre 
because of the whim of a misguided individual 

Let operation be offered and if refused, then let th 
support be withdrawn. She might then cons¢ 
operation. 

If successful, a blessing has been conferred 
the patient, and the community aided. Should 
be successful, then she certainly would be entitl 
blind aid. 

I hope something constructive 
remedy this situation at least. 

Sincerely yours, 


Dennis V. Situ, M 
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NATUROPATHIC ACT— 
INITIATIVE 


Some Excerpts Therefrom 


Attorney-General Webb of California has prepared 
a title and summary of the chief purposes and points 
of a proposed measure known as the “Naturopathic 
Act—Initiative,” as follows: 

Creates Naturopathic Association of California, a 
public corporation; provides for its organization, gov- 
ernment, membership and powers; provides li- 
censees shall have in practice of their profession all 
rights and privileges of practicing physicians of any 
school or class in treatment of disease, injuries and 
other mental or physical conditions; gives licensees 
equal rights with physicians in institutions supported 
by public funds; provides penalties for violations. .. . 

The proposed law and Act is as follows: 

Section 1. This Act shall be known and may be 
cited as the “State Naturopathic Act.” ... 

(4) For the purpose of this Act, naturopathy is 
hereby declared to include physiotherapy, physical 
therapy, phytotherapy, biochemistry, the use of anti- 
septics, anesthetics, applied therapeutics and prophy- 
lactic hygiene and ‘sanitation; and the science and art 
of diagnosis, which enables the naturopathic physician 
to direct, advise, prescribe, dispense or apply food, 
water, roots, herbs, plants, oils, lights, heat, color, 
exercises (active and passive), manipulations correct- 
ing vital tissue, organs or anatomical structures by 
manual, mechanical or electrical treatment, instru- 
ments and appliances, x-ray, or any and all other 
natural agencies that have been used in the past, that 
are now in use, or that may be used in the future, to 
assist nature in restoring a physiological and psycho- 
logical interfunction for the purpose of restoring and 
maintaining a normal state of health mentally and 
physically. ... 

Sec. 3. There is hereby created a public corpora- 
tion to be known as the “Naturopathic Association 
of California,” which shall have perpetual succession, 
a seal, may sue and be sued, and which may enter into 
contracts and acquire, encumber, dispose of and deal 
in and with real and personal property, establish and 
maintain colleges and institutions, establish scholar- 
ships, establish and maintain hospitals, clinics and pro- 
fessional libraries and do all things for the advance- 
ment of naturopathy. 

No law now or hereafter enacted shall in any way 
qualify, regulate, restrict or prohibit the State Asso- 
ciation from fully carrying out and effectuating all of 
the purposes and provisions herein contained. 

All jurisdiction and authority over the practice of 
naturopathy shall be vested in the Naturopathic As- 
sociation of California. 

Sec. 4. All persons who, sixty days prior to the 
effective date of this Act, are members of good stand- 
ing in the Naturopathic Association of California, a 
voluntary association of persons, and who can com- 
ply with the minimum standards as set forth in Sec- 
tions 39, 40, and 41 hereof, shall constitute the first 
members of the Association. Thereafter, all applicants 
for membership in the Association shall conform to 
the requirements of this Act. 

Sec. 5. There is hereby constituted a governing 
body of the Association to be known as the board of 
governors. The board shall consist of one member of 

Association elected from each congressional dis- 
trict by the members of the Association resident in 
the particular congressional district. The members of 
the board of governors shall be elected annually. The 
board shall, by a majority vote of all members elected 
thereto, fill any vacancy occurring on the board until 
the next annual election. ... 

Sec. 12, The officers of the Naturopathic Associ- 
ation of California, a voluntary association of persons 


En pitor’s Note.—The proposed Naturopathic Initiative, 
which will be submitted to the voters of California at 
the state election on November 6, is editorially commented 
upon in this issue on page 194. 

_Fo r the information of our readers, the following ex- 

pts are here printed. See also ‘“‘Correction of Editorial 
St. tement Regarding Chiropractic Initiative,’’ page 209. 
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engaged in the practice of naturopathy and drugless 
healing, shall constitute a commission to place this 
Act into operation and to organize the Association. 

This commission shall call the organization meeting 
of the State Association, to be held in the city of 
Sacramento not less than seventy nor more than one 
hundred days after the effective date of this act... . 

Sec. 23. Approved naturopathic colleges shall admit 
as students only the following persons: 

(1) Those who hold a diploma or other evidence 
showing graduation from a high school or a certificate 
issued hereunder showing such person to possess an 
education equivalent in training power to the require- 
aare necessary for graduation from high school; 
QUE. 3: 

Sec. 28. Approved naturopathic colleges shall have 
the right to receive the bodies of unclaimed dead for 
the purpose of instruction and study in like manner 
and under the same provisions of law as such dead 
bodies are received and obtained by other institutions 
for scientific purposes. The State Board of Health 
shall allot unclaimed dead bodies to approved naturo- 
pathic colleges in the order of requests received for 
the same. No college shall receive more than one dead 
body until other colleges which have requested the 
same have likewise received a dead body. ... 

Sec. 35. In addition to the above requirements, all 
applicants must pass an examination given by the 
board in the following subjects: anatomy, including 
histology; physiology; pathology, bacteriology, and 
immunology; toxicology, hygiene and preventive medi- 
cine; biochemistry and phytotherapy; minor surgery 
and anesthesiology; diagnosis; naturopathic pathology, 
theory and practice; obstetrics and gynecology; and 
electrotherapy. ... 

Sec. 39. Except as hereinafter provided, subject to 
the provisions of Section 40 hereof, any person who 
is a member in good standing in the Naturopathic 
Association of California, a voluntary association of 
persons engaged in the practice of one or more of the 
drugless professions, and who, for one year next pre- 
ceding the date upn which this Act becomes effective 
has been licensed to and has been continuously en- 
gaged in the practice of his said profession in this 
State, and who has used in said practice four or more 
of the branches of naturopathy, such as electrotherapy, 
hydrotherapy, manipulation, mechanotherapy, etc., may 
within ninety days after the effective date of this Act, 
make application to the board for a license to practice 
naturopathy in this State under the provisions of this 
Act; said application being accompanied by a fee in 
sum of Twenty-five ($25) Dollars, which shall be paid 
to the secretary-treasurer of the board. If the board 
finds that said applicant is qualified under the pro- 
visions of this section, it shall forthwith grant to said 
applicant a license to practice naturopathy in this 
State under the provisions of this Act. 

Sec. 40. Licenses issued under Section 39 hereof 
shall not give the holder thereof the right to practice 
minor surgery and anesthesiology. .. . 

Sec. 42. The board may issue qualified licenses to 
practice one or more branches of naturopathy. For 
this purpose the board shall prescribe the requirements 
and adopt rules and regulations governing the classifi- 
cation and the issuance of licenses to qualified appli- 
cants. 

The board shall charge an annual license fee of not 
more than $10 for each qualified license. Provided, 
however, that a qualified license may not be issued to 
qualify such licensees to practice more than two of 
the several branches of naturopathy... . 

Sec. 44. The annual renewal license fee to practice 
naturopathy is Ten ($10) Dollars per year or any part 
of said period. A valid, unrevoked, and unforfeited 
license shall constitute the holder thereof a member of 
the Association for the year for which the fee is 
paid... <.. 

Sec. 63. Naturopathic physicians licensed under this 
Act shall have, in the practice and conduct of their 
profession, all the rights and privileges of any and all 
other practicing physicians of any school or class or 
division in the treatment of any and all diseases, inju- 
ries, deformities, or other mental or physical con- 
ditions, and shall have all the rights and privileges to 
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sign any and all certificates or papers and such reports 
shall be accepted by the proper officers or depart- 
ments, and shall have equal rights within the scope of 
this Act, with other physicians in any and all institu- 
tions supported wholly or in part by public funds and 
shall have all the rights and privileges accorded to 
physicians and/or surgeons as set forth in the “Work- 
men’s Compensation Insurance and Safety Act” of 
1913, and the “Workmen’s Compensation Insurance 
and Safety Act of 1917” with subsequent amendments 
and other laws supplementary to the compensation 
and safety provisions, and shall have the right to re- 
port and certify births and deaths. 

Sec. 64. Naturopathic physicians licensed under this 
Act may use the following terms of designation: 
“Doctor of Naturopathy,” or its abbreviation, “N. D.,” 
or “Naturopath,” “Naturopathic Physician,” or any 
term or abbreviation thereof relating to naturopathy 
or any of the branches thereof... . 

Sec. 67. Nothing in this Act shall be construed to 
interfere with the rights, powers, and duties of persons 
licensed under the Osteopathic Act, the Optometry 
Law, and the act entitled, “An Act prescribing the 
terms upon which licenses may be issued to prac- 
titioners of chiropractic, creating the State Board of 
Chiropractic Examiners and declaring its powers and 
duties, prescribing penalties for the violation hereof, 
and repealing all acts and parts of acts inconsistent 
herewith,” approved November 7, 1933. 

Sec. 68. Subject to the provisions of Section 67 
neither the State Board of Medical Examiners nor 
any other board or agency of the State shall grant any 
license to practice naturopathy or drugless healing or 
any drugless practitioner’s certificate. 

Sec. 72. If any section, subsection, sentence, clause 
or phrase of this Act is for any reason held to be un- 
constitutional, such decision shall not affect the valid- 
ity of the remaining portions of this Act. The people 
hereby declare that they would have passed this Act, 
and each section, subsection, sentence, clause and 
phrase thereof, irrespective of the fact that any one 
or more sections, subsections, sentences, clauses, or 
phrases may be declared unconstitutional. . . 


OBSERVATIONS ON THE EPIDEMIC 
OF POLIO-ENCEPHALITIS IN 
LOS ANGELES, 1934" 


E. C. Rosenow, M.D., Division of Experimental 
Bacteriology; F. R. Heilman, M.D., Fellow in Sur- 
gery; The Mayo Foundation; and C. H. Pettet, M. D., 
Los Angeles County General Hospital: A preliminary 
study made in Rochester of the nasopharyngeal swab- 
bings of patients suffering from poliomyelitis, naso- 
pharyngeal swabbings of well persons, and other 
material suspected to contain the causative agent of 
poliomyelitis (kindly sent us from Los Angeles by 
Dr. Hugh T. Jones), made a further study of the epi- 
demic by our methods extremely desirable. Green- 
producing, often extremely pleomorphic streptococci 
having characteristic neurotropic cataphoretic velocity, 
peculiar localizing and symptom-producing power on 
suitable injection of animals, and specific serologic 
properties, were isolated from most of the swabbings 
and from each of the other materials received. 

Precipitin reactions between the cleared sodium 
chlorid solution extracts of nasopharyngeal swabbings 
and the encephalitis and poliomyelitis antistrepto- 
coccus serums were carried out. These were positive 
with about 75 per cent of the specimens of material 
from patients and with about 75 per cent of that from 
normal persons living within the epidemic zone. In 
contrast, only 8 per cent of well persons, swabbed 
as controls in Rochester, gave positive results. The 
streptococci were agglutinated, often in high dilution, 
by these serums. The antiserums neutralized the 
toxins contained within the heat-killed streptococci 

* Presented at Mayo Foundation staff meeting July 18, 


1934. Excerpts from a reprint of the Mayo Foundation for 
Medical Education and Research. 
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appeared certain that these strains of streptococe; 
must have etiologic significance, and that they be- 
longed in a group between those isolated by one of ys 
during studies of typical epidemics of poliomyelitis!.: 
and those isolated during a study of the epidemic of 
peculiar encephalitis in St. Louis.45 Our study in 
Los Angeles was made possible through the kind 
intervention of Dr. Clarence G. Toland, president of 
the California State Medical Association, the offer oj 
facilities at the Los Angeles County General Hospital 
by Dr. P. Berman, medical director, and the financia| 
support of The Mayo Foundation. 


as measured by skin tests on susceptible persons. | 


EPIDEMIOLOGY 


Through the kind coéperation of Dr. J. L. Pomeroy. 
Health Officer of Los Angeles County, and of Dr. 
George Parrish, Health Officer of the city of Los 
Angeles, we learned soon after our arrival on June 26, 
1934, (1) that the outbreak occurred rather suddenly 
during unusually early, hot weather in May; (2) that 
the peak had passed; (3) that the disease was not dif- 
fusely distributed throughout the county and city, but 
that it was extremely high in some places, especially 
in the city of Belvedere and on Bunker Hill and 
County Hospital areas in Los Angeles and low in 
other areas such as Beverly Hills, Hollywood, and the 
harbor district; (4) that the disease remained fairly 
well localized to Los Angeles County; (5) that there 
was an unusually high incidence of multiple cases in 
family and other groups, often occurring almost simul- 
taneously; (6) that there were relatively more cases 
among the middle class than among the poor, espe- 
cially among those residing in the city; and (7) that 
the mortality rate and incidence of paralysis fortu- 
nately was very low. 

The usual precautions calculated to minimize the 
spread of the disease had been taken. Patients, as 
soon as the diagnosis was made, were taken to the 
General Hospital or were quarantined. About 80 per 
cent of the milk supply of Los Angeles County and 
city was pasteurized. Bacteriologic tests of the water 
supply by standard methods were made in large num- 
bers by the water and health departments, and when- 
ever indicated by the abnormally high colon bacillus 
count the water was chlorinated. We were especially 
impressed by the unusually large number of cases that 
occurred without a history of contact, by the high 
incidence of cases in the upper stories of apartments 
or nurses cottages, on high levels or hills, and on the 
high sides of streets along hillsides. 


CLINICAL OBSERVATIONS 


The disease picture was very different from that 
found during the usual epidemics of acute anterior 
poliomyelitis or infantile paralysis (Heine-Medin 
ease). It attacked mainly older children and your 
adults (one-third of the patients were from eightee 
to thirty years of age) instead of infants and childre 
less than five years of age. Weakness of muscles was 
common, but marked flaccid paralysis was extremely 
rare. An outbreak of gastro-enteritis, followed often 
by symptoms of mild encephalitis, occurred prior to 
the epidemic. The disease at the onset consisted ol 
an acute, usually relatively mild, infection of the upper 
part of the respiratory tract, followed by, or associated 
with, symptoms suggesting involvement, in varying 
degrees in different cases, of, respectively, the anterior 
and posterior horns, the brain, the dura especially 

1 Rosenow, E. C.: An Institutional Outbreak of Pollo- 
myelitis Apparently Due to a Streptococcus in Milk, Jour. 
Infect. Dis., 50:377-425 (May-June), 1932. 

2 Rosenow, E. C., Rozendaal, H. M., and Thorsness, 
E. T.: Acute Poliomyelitis—Studies of Streptococci 1s0- 
lated from Throats and Raw Milk in Relation to One Ep!- 
demic, Jour. Ped., 2:568-593 (May), 1933. 

3 Rosenow, E. C., Towne, E. E., and Wheeler, G. W 
The Etiology of Epidemic Poliomyelitis—Preliminary N 
J. A. M. A., 67:1202-1205 (Oct. 21), 1916 

4 Rosenow, E. C.: The Relation of Streptococci to (he 
Epidemic of Encephalitis in’ St. Louis—Preliminary !° 
port, Proc. Staff Meetings of The Mayo Clinic, 8:509-o%» 
(Sept. 13), 1933. 

5 Rosenow, E. C.: Isolation of Streptococci in a Study 
of the Epidemic of Encephalitis in St. Louis, Proc 
Exper. Biol. and Med., 31:285-286 (Nov.), 1933. 
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surrounding the roots of the sensory and motor nerves 
(radiculitis), and the muscles, especially of the back. 
The systemic manifestations were essentially those of 
neuropolioencephalitis with or without myositis. The 
incidence of abortive attacks in relation to frank cases 
was extremely high, estimated variously at from 10:1 
to 50:1. Infection of the upper and lower parts of the 
respiratory tract manifested by symptoms and findings 
of a cold or sore throat, bronchitis, bronchopneumonia, 
or pleuritis; involvement of the nervous system some 
days after an initial attack of fever, and recurrence of 
fever and other symptoms during convalescence, were 
far more common than obtains in typical epidemic 
poliomyelitis. The onset was generally abrupt, often 
with symptoms of gastro-enteritis. Malaise, headache 
often frontal and severe, with or without vertigo, low 
lumbar backache, vomiting sometimes projectile, usu- 
ally with marked diarrhea sometimes suggestive of 
ulcerative colitis, mild fever followed soon by a normal 
or subnormal temperature in mild cases, pain in mus- 
cles, muscular twitching, tingling sensations in the ex- 
tremities, or actual muscular weakness, were common 
initial symptoms. In abortive cases recovery from 
initial symptoms without evidence of involvement of 
the nervous system usually ensued. In frank cases 
there was rigidity of the neck and spine, and pain 
often severe along the spine and in the muscles of the 
neck and back, associated with painful spasm of the 
muscles of the back and lower extremities and some- 
times spasms of the diaphragm and abdominal muscles 
(hiccough); a feeling of great exhaustion and general 
weakness soon followed. The following were common 
and often persistent manifestations: inability to void 
urine early in the attack, due to spasm of the urinary 
bladder and sphincter, later transient incontinence of 
urine; distention and girdle-like pains in the abdomen, 
with vomiting, often resembling paralytic ileus and 
sometimes resembling attacks of appendicitis, or pain 
in the region of the heart, extending down one or 
both arms, sometimes resembling attacks of angina 
pectoris; increased tonus, rigidity or spasm of the 
muscles of involved extremities, and pain, often severe, 
on movement of muscles. The tenderness of muscles 
and cutaneous hyperesthesia frequently lasted from 
three to five weeks and often required morphin for 
relief. Photophobia, pain behind the eyeballs, con- 
gestion of the conjunctivae and blurred vision and 
diplopia, often transient, were common during the 
early stages of the disease. Lethargy, ptosis of eyelids 
and disorientation of mind were extremely rare. Par- 
esthesia, due to involvement of nerve roots or pos- 
terior horns, fibrillary twitchings, early atrophy of 
muscles, lesions of the skin resembling toxic erythe- 
matous nodes, facial palsy, paresis, often transient, of 
the muscles of the pharynx and extremities, occurred 
in varying degrees of severity. Recovery from weak- 
ness following early application of orthopedic meas- 
ures was unusually marked and often complete. There 
were extreme variations in type of disease, from mild 
transient weakness, often associated with great pain, 
to an occasional rapidly fatal, usual primary case of 
bulbar paralysis. The deep reflexes were nearly always 
hyperactive, often extremely so, in the early stages 
and nearly always mildly so, or normal, even in cases 
in which there was complete inability to move one or 
more extremities. Diminution, or loss of reflexes, so 
helpful in the diagnosis of typical poliomyelitis, was 
of little or no diagnostic aid in this epidemic. The cell 
count and other features of the spinal fluid were of 
little diagnostic or prognostic importance in this epi- 
demic. There was no cellular increase in more than 
half of the cases, which is in sharp contrast to the 
great value of findings on the spinal fluid during typi- 
cal epidemics of anterior poliomyelitis. In studies of 
many cases, in different epidemics of poliomyelitis, 
made by one of us,*7 a spinal fluid free from cells 


6 Rosenow, E. C.: Streptococci in the Spinal Fluid in 
Acute Epidemic Poliomyelitis—Preliminary Report, J. A. 
M. A., 91:1594-1595 (Nov. 24), 1928. 

7 Rosenow, E. C., and Nickel, A. C.: Treatment of Acute 
Poliomyelitis with Poliomyelitis Antistreptococcus Serum. 
Results from 1921 to 1925. Am. Jour. Dis. Child., 33:27-49 
(Jan.), 1927. 
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in a suspected case, even as early as eight hours after 
onset of symptoms, has, with only few exceptions, 
been correctly interpreted as proof that anatomic 
poliomyelitis was absent, and that paralysis would not 
occur. In the few exceptions, slight paralysis devel- 
oped, which seemingly was arrested by the immedi- 
ate administration of the poliomyelitis antistrepto- 
coccus serum. The chief value derived from spinal 
punctures in this epidemic was the relief of headache, 
due, in part, to increased pressure, often irrespective 
of whether fluid did or did not contain cells. 


BACTERIOLOGIC FINDINGS 


The bacteriologic results obtained in Rochester were 
repeated and greatly extended in Los Angeles. Green- 
producing, often extremely pleomorphic, streptococci 
having characteristic neurotropic cataphoretic velocity, 
and peculiar virulence were isolated almost constantly 
from nasopharyngeal swabbings of persons in the acute 
stage of the disease, often in later stages of the dis- 
ease; commonly organisms of this type were isolated 
from well persons residing within the epidemic zone. 
They were isolated in pure cultures from the blood 
in three of five cases, from the urine in seven of ten 
cases, and from the stools in five or seven cases. 
Streptococci or diplococci, often extremely plemorphic, 
were found in stained films of the highly concentrated 
sediment of the spinal fluid drawn early in the dis- 
ease, in nineteen (82 per cent) of twenty-three cases 
in which the cell count was five or more, and in 
twenty-five (45 per cent) of fifty-four cases in which 
the cell count was less than one. Cultures, chiefly in 
freshly prepared dextrose-brain broth and incubated 
spinal fluids, after a small amount of dextrose-brain 
broth had been added, yielded the streptococcus in 
twenty-six (60 per cent) of forty-three cases in which 
the spinal puncture was made early in the attack. It 
was never isolated from cultures of cell-free fluids in 
negative or late cases. In one case, in the acute stage 
of the disease the streptococcus was isolated simul- 
taneously from the nasopharynx, blood, spinal fluid 
and urine, and the several strains isolated produced 
typical symptoms and lesions in animals. It was iso- 
lated in pure culture on four occasions from the emul- 
sion of the glycerolated brain and spinal cord of two 
patients who died of acute bulbar poliomyelitis, and 
once from the Berkefeld V-filtrates of these emulsions. 
Streptococci similar in virulence and other properties 
were isolated with great regularity from the materials 
suspected to contain the causative agent. 

Through the kindness of Dr. N. G. Evans we ob- 
tained postmortem material from two patients who 
died of symptoms of acute bulbar poliomyelitis. Ex- 
amination was made within a few hours after death. 
Microscopic examination of sections of brain and cord 
revealed strikingly marked congestion of the capil- 
laries of the brain and patchy areas of cellular infil- 
tration. In addition to the typical infiltration and other 
lesions of the anterior horns, far greater involvement 
was found of the posterior horns than is usual in 
similar cases in which patients succumb during epi- 
demics of typical poliomyelitis. Sections stained by a 
modification of the Gram method, and in which only 
partial decolorization with alcohol was carried out, re- 
vealed unmistakable pleomorphic diplococci and other 
forms identical to those found in the sediment of the 
spinal fluid and in cultures from various sources. 

Some of the strains isolated from the nasopharynx, 
blood, spinal fluid, urine and spinal cord, and most of 
the strains isolated from sources other than persons, 
were heat-resistant, remaining viable and of unabated 
specific virulence after heating in milk at 63 degrees 
centigrade for thirty minutes. Fortunately, nearly all 
strains were killed after heating in milk to 70 to 75 
degrees centigrade for thirty minutes. On the basis 
of this heat-resistance we tried heating to 63 degrees 
centigrade for thirty minutes badly contaminated 
material, such as feces and sewage, and succeeded in 
isolating the streptococcus before it had lost its spe- 
cific properties and virulence as would likely _have 
occurred if the usual plating methods had been 
employed. ... 
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From some editorial notes: 


Dry Heat in Gynecology.—The value of various physi- 
cal agencies in the treatment of disease has been recog- 
nized for many years, but for the development of 
physical therapeutics in the modern sense we are in- 
debted to the investigations of the past decade. To 
Bier particularly we owe much for placing certain 
phases of the subject on a rational and _ scientific 
basis. 


From an article on “Chronic Colitis” by Dudley Fulton, 
M.D., Los Angeles. 


This paper is a résumé of one hundred and fifty- 
eight cases of chronic colitis. Only those cases are 
included in this series in which the disease was limited 
to the large bowel... . 


From an article on “The Treatment of Mucomem- 
branous Colitis from the Standpoint of Its Bacterial 
Origin” by Ray Lyman Wilbur, M.D., Palo Alto. 


Mucomembranous colitis occupies a peculiar posi- 
tion among the more chronic ailments with which the 
physician has to deal, in that, while often a prompt 
curative result follows treatment, just as frequently an 
apparently similar case handled along the same lines 
or by other careful measures remains practically un- 
changed. ... 


From an article on “A Phase of Unequal Inspiratory 
Murmur” by T. C. Edwards, M. D., Salinas. 


I wish to call your attention to what I might term 
an accentuation of the inspiratory murmur which is 
synchronous with the action of the heart... . 


From an article on “The Immediate Removal Treat- 


ment of Morphin Habituation” by R. E. Bering, M.D., 
Tulare. 


At our meeting held at Riverside in 1905 I presented 
a short paper on the method of treating patients with 
hyoscin hydrobromate for the morphin habit. At that 
time I gave the members all the information I then 
possessed. During the time that has intervened I 
have received many letters from different sections of 
the country asking for more detailed information. 


From an article on “Rheumatism—Its Relation to Dis- 
eases of the Throat” by B. F. Walker, M.D. 

In presenting this paper, I have selected a subject 
that is of interest, alike to the general practitioner and 
the specialist, and one especially in this vicinity, is 
a condition that comes under our notice very fre- 
quently. ... 


Department of Tropical Medicine in Oakland College 
of Medicine: 

The intimate trade relationships now existing be- 
tween the Pacific Coast and tropical and semi-tropical 
countries, and the still more intimate relationships that 
will spring out of the opening of the Panama Canal 
render unnecessary any special arguments concerning 
the necessity of the study of tropical diseases in all 


* This column strives to mirror the work and aims of 
colleagues who bore the brunt of society work some 
twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and new members. 
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News Items 


“Aris Amaral, self-styled ‘divine healer,’ must spend 
180 days in jail on his conviction of practicing medj- 
cine without a license. ... The healer was charged 
with treating beautiful women in his ‘Temple of Isis’ 
in Hollywood. . . (Los Angeles Evening Post, July 
28, 1934.) 


“After serving only seven months of a three-year 
sentence for manslaughter, after he pleaded guilty to 
an illegal operation on a Mexican woman, which 
caused her death, Doctor Castillio was released from 
the county jail yesterday by Superior Judge F. A. 
Leonard after Probation Officer George Larmore 
recommended the modification of sentence and the 
District Attorney approved it. ... Doctor Castillio 
will be subject to rigid rules during his probation, 
Judge Leonard stated.” (Orange Belt News, San Ber- 
nardino, July 18, 1934.) (Previous entry, January, 


1934.) 


“Seeking to cope with the sudden development in 
Los Angeles of more than a score of assertedly fraudu- 
lent insurance company promotions, District Attorney 
Buron Fitts yesterday created a new investigational 
division in his office, to be known as the Insurance 
Fraud Department. The three department members— 
Deputy District Attorney David L’Esperance and 
Investigators Harry M. Owens and Stephen Nowa- 
kowski—immediately plunged into an investigation of 
complaints indicating that nearly $500,000 in worth- 
less insurance may have been sold here by uncapital- 
ized and unlicensed companies during the last eighteen 
months. . . . Small ‘mutual’ life insurance concerns, 
policyholders of which are asserted to pay benefits to 
the relatives of deceased policyholders, will form one 
general subject of inquiry and ‘accident and health’ 
insurance concerns, selling policies on alluring repre- 
sentations which they assertedly cannot fulfill, will 
form another, L’Esperance said. ...” (Los Angeles 
Examiner, July 20, 1934.) 


“Launching a drive to rid Los Angeles of assertedly 
fraudulent ‘health insurance’ enterprises, District At- 
torney’s investigators late yesterday raided the offices 
of the International Travelers’ Health Association at 
1058 South Grand Avenue. ... The two men, Benja- 
min Balos, reputed organizer of the Association, and 
J. W. Lee, who succeeded Balos as president, were 
charged with conspiracy to commit petty theft and 
conspiracy to conduct an insurance company without 
a license. . . . The complaint specifically charged that 
the two officers and their agents took more than $1,000 
from twenty-six asserted victims, in return for health 
and accident policies, which the prosecutor alleged 
were of no value... . The State Medical Board and 
the Los Angeles County Medical Association were 
instrumental in supplying evidence for the proposed 
prosecution. ...” (Los Angeles Examiner, July 13, 


1934.) 


“Arrested by State Narcotic Officers, Paul Wright, 
1042 West Twenty-fourth Street, was turned over 
to federal authorities this week for prosecution on 
charges of violating the Harrison Narcotic Act... - 
According to officers, the physician had prescribed 

* The office addresses of the California State Board of 


Medical Examiners are printed in the roster on advert's- 
ing page 6. 
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